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For rapid response in acute agitation and hyperactivity, anx- 
iety and phobia, hysteria and panic states, alcoholism and drug 
withdrawal reactions; or in severe emotional disturbances where 
oral administration is impractical—Librium Injectable. 


in the 1001 emergency situations of daily practice and in the 
hospital emergency room when immediate calming is required for 
anxious, agitated, restless, confused, disoriented, obstreperous, 
protesting or panicky patients—Librium Injectable—in situations 
ranging from accident cases to tragic life events; from behavior 
crises to emotional crises; from alcoholic DT’s and hallucinosis 
to drug withdrawal or postconvulsive reactions; from upsetting 
diagnostic procedures to pre- and postoperative states. 


injectable 


Librium HCI Injectable is supplied in 100-mg ampuls 
for parentera! administration. 

Consult literature and dosage information, available 
on request. before administering. 

LIBR Hydroch oride — 7-chloro-2-methylamino-5- 
pheny!-3H-1,4-benzodiazepine 4-oxide hydrochloride 


Sya|ROCHE of Hoffmann-La Roche Inc. 
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Hypertension and 
congestive failure 
controlled with 
Serpasil-Esidrix’ 


Photographs used with permission of the patient. 


Serpasil-Esidrix’ 


(reserpiné and hydrochlorothiazide cisa) 


Mr. H.V., a 61-year-old retired pharma- 
cist with hypertensive arteriosclerotic 
heart disease, was hospitalized in 1957 
after a myocardial infarction. Blood 
pressure at this time ranged from 176/ 
100 to 184/106 mm. Hg. The patient 
had associated congestive failure with 
ankle edema and dyspnea. 
Serpasil-Esidrix Tablets +1 were 
added to the existing regimen of digi- 
talis and low-salt diet in April, 1959. In 
the first 6 weeks of treatment, blood 


pressure decreased steadily to a range 
of 156/80 to 166/84 mm. Hg. Exami- 
nation at the end of 6 weeks revealed 
no evidence of congestive failure. Neck 
veins were no longer distended; ankle 
edema was not present. 

Mr. V.’s blood pressure is now stabi- 
lized at a satisfactory level and he has 
had no side effects from Serpasil- 
Esidrix. He can climb stairs without 
shortness of breath; he gets around 
more easily and feels better generally. 
Serpasil-Esidrix combines in one tab- 
let the antihypertensive and calming 
effects of Serpasil with the diuretic and 
antihypertensive-potentiating actions 
of Esidrix — for control of high blood 
pressure plus many complications. 


SUPPLIED: Tablets #2 (light orange), 
each containing 0.1 mg. Serpasil and 
50 mg. Esidrix; bottles of 100. 
Tablets #1 (light orange), each con- 
taining 0.1 mg. Serpasil and 25 mg. 
Esidrix; bottles of 100. 

SerRPASiIL® (reserpine ciBa) 

Esiprix® (hydrochlorothiazide cispa) 

For complete information about Serpasil- 
Esidrix (including dosage, cautions, and side 
effects), see 1961 Physicians’ Desk Reference 
or write CIBA, Summit, N. J. 


2/ 2960M8 SUMMIT+-NEW JERSEY 
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non-staining | potent monilicide. the 
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- Lotion — in bottles of 60 cc. 
Solution —in bottles of 30 ce. with 
applicator 


monilial membrane 
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...Sspecify Bufferin® and curb 
salicylate intolerance 


BUFFERIN effectively relieves pain and dis- 
comfort due to headache, colds and muscle- 
joint strains and gives effective pain relief in 
arthritis.1. And BUFFERIN acts fast, its ab- 
sorption being expedited by the antacid 
components.2 

BUFFERIN is superior to plain aspirin in 
that it avoids gastric intolerance; it is “... 


1. Paul, W. D.: South. M. J. 53: 492 
(April) 1960. 

2. Sleight, P.: The Lancet, p. 305 (Feb. 
6) 1960 and p. 932 (April 23) 1960. 

3. Tebrock, H.E.: Ind. Med. & Surg. 
20:480-482, 1951. 

4. Muir, A., and Cossar, I.A.: Brit. 
M. J. 2:7-12 (July 2) 1955. 


(Aug.) 1956. 


5. Waterson, A.P.: Brit. M. J. 2:1531 
(Dec. 24) 1955. 


3. Brown, R.K., and Mitchell, N.: J. Am. M 
Gastroenterology 31:198-203 


7. Kelly, J.J., Jr.: Am. J. Med. Sci. 
232:119-128 (Aug.) 1956. 
8. Brick, 1.B.: J. Am. Med. Assn. 


the drug of choice where prolonged, high 
salicylate levels are indicated.’’3 

Gastric distress due to aspirin used alone 
has been reported frequently.4-!0 BUFFERIN 
greatly reduces the incidence of aspirin intol- 
erance, “. . . is 4 to 5 times better tolerated 
than ordinary aspirin.’’$ 


163:1217-1219 (Apr. 6) 1957. 
9. Trimble, G.X.: Correspondence, 
ed. Assn. 164:323-324 
(May 18) 1957. 
10. Lange, H.F.: Gastroenterology 33: 
770-777 and 778-788 (Nov.) 1957. 


For a complimentary supply of BUFFERIN write: 
Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 
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Does this cover painting by Stevan Dohanos 
look familiar? If it does, you saw it at New 
York’s Coliseum, where it was exhibited dur- 
ing the AMA Convention last June. The theme 
of the painting is the medical ship Hope, which 
is voluntarily supported by the American peo- 
ple so that friendly nations of the Far East 
can receive help with their health problems. 
The fully equipped hospital ship, made avail- 
able by the U.S. Navy, is a floating medical 
center primarily devoted to medical teaching. 
For more about this very important project, 
see page 222a. 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


GRAPHIC 
ANALYSIS 
RECORD 

MAY TELL YOU... 


ts color chart and 
report torm are tor 
use with CLINITEST 
Reagent Tabiets 


= =) 
Pertorm Test Record and URINE-SUGAR ANALY RECORD 
ot Test * Mart bor 


coe WHAT YOUR 
DIABETIC DOESNT! 


for day-to-day appraisal of diabetic control 


CLINITEST 


COMPANY, INC, 


a standardized test for reliable quantitative estimations 
*Each Clinitest Set, and reagent tablet refill, contains a 


Graphic Analysis Record. Daily urine-sugar readings may 
be plotted to form a useful “profile” that helps to evalu- 
vores ate, at a glance, individual trends and degree of control. 
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Remember When 
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In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
indices, i. e., pain on motion, tenderness, 
swelling and morning stiffness. 


Supplied: as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 
in bottles of 100. Also available as Injection DECADRON Phos- 
' phate and new Elixir DECADRON. Additional information on 
DECADRON is available to physicians on request. DECADRON 
is a trademark of Merck & Co., Inc. 
Reference: 1. Bunim, J. J., in Hollander, J. L.: Arthritis and Allied 
Conditions, ed. 6, Philadelphia, Lea & Febiger, 1960, p. 364. 
MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa. 
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A SAVINGS ACCOUNT 
HELPS PROVIDE A SECURE FUTURE 


bormone formula 


ALLS 
HELP) PROVIDE A HEALTHY ONE 


by supplying a dependable source of vitamins, minerals, hormones, and 
digestive enzymes. 


* vitamins to help maintain cellular function and to prevent and correct 
vitamin deficiencies 


digestive enzymes to aid in offsetting decreased natural production 


gonadal hormones to stimulate metabolism and help prevent or correct 
protein depletion states 


Each ELDEC Kapscal contains vitamins— 1,667 units A, 0.67 mg. B; mononitrate, 0.67 mg. Bs, 0.5 
mg. pyridoxine hydtochloride, 0.033 N. EF Unit (Oral) B:s with intrinsic factor concentrate, 0.1 mg. 
folic acid, 33.3 mg. C, 16.7 mg. nicotinamide, 10 mg. dl-panthenol, 6.67 mg. choline bitartrate; 
minerals— 16.7 mg. ferrous sulfate (exsiccated), 0.05 mg. iodine (as potassium iodide), 66.7 mg. 
calcium carbonate; digestive enzymes —20 mg. Taka-Diastase® (Aspergillus oryzae enzymes), 133.3 
mg. pancreatin; amino acids—66.7 mg. I[-lysine monohydrochloride, 16.7 mg. dl-methionine; 
gonadal hormones — 1.67 mg. methyltestosterone, 0.167 mg. Theelin. 

Indications: To supplement other sources of vitamins, minerals, hormones, digestive enzymes, 
and amino acids. 

Dosage: One Kapseal three times daily before meals. Female patients should follow each 21-day 
course with a 7-day rest interval. 

Precaution: Contraindicated in patients wherein estrogen or androgen therapy should not be used, 
as in carcinoma of the breast, genital tract, or prostate, and in patients with a familial tendency to 
these types of malignancy; give cautiously to females who tend to develop excessive hair growth 
or other signs of masculinization. 

* Packaging: ELDEC Kapseals are available in bottles of 100. 
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understanding that they are contributed solely to this publication, are of practical value 
to the family physician and do not contain references to drugs, synthetic or otherwise, 
except under the following conditions: 1. The generic and not the trade name must be 
used, provided that no obscurity results and scientific purpose is not badly served. 2. In 
relation to therapeutic agents, the policy enumerated by the Council on Drugs of the 
American Medical Association will be followed by this journal. When possible, two 
copies of manuscript should be submitted. Drawings or photographs are especially de- 
sired and the publishers will have halftones or line cuts made without expense to the 
authors. 
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Why do we say Mysteclin-F is decisive in infection? 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because ...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 
Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F' 
for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 

*Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


es 


Mysteclin-F 


Squibb Phosphate-Potentiated Tetracycline (sumycm) plus Amphotericin B (runctrove) 
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Capillary protective 


measures in pregnancy 


During pregnancy, fragile capillaries, 
increased capillary permeability, de- 
cidual bleeding, and the tendency 
toward edema are well recognized. 
Essential capillary protective factors 
are an integral part of the prenatal 
regimen. 


The inciusion of Hesperidin or other 
citrus bioflavonoids as a “precaution- 
ary measure” in every pregnancy and 
as an “essential measure” in habitual 
aborters insures the restoration and 
maintenance of capillary integrity and 
helps prevent spontaneous abortion. 


Prenatal treatment and threatened abortion 


Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 


Specialty formulations produced by the lead- 
ing pharmaceutical manufacturers contain 
Sunkist® brand Hesperidins and Lemon Bio- 
flavonoid Complex. 


The rationale of Hespiridin and other 
citrus bioflavonoids —in conjunction 
with vitamin C, nutritional factors 
and other therapeutic measures — as 
adjuncts, is based on the premise that 
capillary involvement may be a contrib- 
uting factor in spontaneous abortion 
and erythroblastosis fetalis. 


Hesperidin, Lemon Bioflavonoid Com- 
plex and their naturally occurring 
synergist ascorbic acid are readily 
available capillary protective factors 
for the restoration and maintenance of 
capillary integrity and function. 
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Therapeutic Reference 


The following index contains all the products advertised in this issue. Each 
product has been listed under the heading describing its major function. By 
referring to the pages listed, the reader can obtain more information. All of the 
products listed are registered trademarks, except those with an asterisk (*). 


Antidepressants 


Allergic Disorders and Asthma 


Disomer 127a, 128a Deprol 176a, 177a 
Disophrol 127a, 129a Elavil 139a through 142a 
Elixophyllin 36a Niamid 56a, 57a 
Nephenalin 226a Ritalin 62a 


Norisodrine Syrup 108a 
Novahistine 42a 
Phenergan Fortis 133a Antiemetics 
Phenergan Hydrochloride Syrup 

Opposite page 131la; 13la 


Phenergan Hydrochloride Suppositories 13la 


Quadrinal 85a 
Sudafed 76a 


Tedral SA 199a Antiinflammatory Agents 
Tyzine Nasal Solution & Spray 215a 
Tandearil 79a 


Analgesics, Narcotics, Sedatives and Anti li 


Anesthetics 
Butibel 155a 

Bufferin 6a 
Carbrital 82a 
Dilaudid 209a, 213a, 217a os 
Empirin Compound & Empirin Compound Antivirals 

with Codeine Phosphate 117a Reticulose Between pages 78a, 79a 
Equagesic 86a, 87a 
Excedrin 65a 
Midrin Capsules 200a 
Nelader 360 996 Arthritic Disorders and Gout 
Plexonal 148a, 149a Decagesic 96a, 97a 


Somacort 77a 


Antacids and Intestinal Adsorbents 
Cardiovascular Disorders 
Maalox 3la 


Mylanta 193a Arlidin 90a, 9la 

Riopan 50a, Sla Capla Between pages 70a, 7la 
Digitaline Nativelle 64a 
Esidrix-K 93a 

Gitaligin 187a 

Hydropres 34a, 35a 


Antibiotics and Chemotherapeutic Agents 


Chloromycetin 210a, 21la Hygroton 157a 

Declomycin 88a, 89a Miltrate 20a 

Mysteclin-F 14a Nitrovas 212a 

Sulfose 18a Pronestyl Hydrochloride 60a 
Tao 22a, 23a Serpasil-Esidrix 3a 


Terramycin Opposite page 163a; 163a Tindal 58a 
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High Tissue and 
Blood Levels 


High blood levels produce anti- 
bacterial activity in deep tissue 
at the focus of infections. 
SULFOSE contains three independ- 
ently soluble sulfonamides to 
help protect against crystalluria. 


and prescribing of SULFOsE, see descriptive literature or 
current Direction Circular. 


Efficacy 
and 

Hconomy 
in 
Sulfa 
Therapy 


e SULFOSE is especially effective in urinary tract 
and upper respiratory infections 


e Bacteria resistant to antibiotics may respond to 
SULFOSE 


e SULFOSE causes fewer complications such as 
diarrhea, gastric upset, superinfections 


e SULFOSE permits reserving the antibiotics for 
severe, fulminating infections 


e SULFOSE is economical 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 
(Trisulfapyridimines: Sulfadiazine, Sulfamerazine, 
Sulfamethazine) 


For further information on limitations, administration, 


Wyeth Laboratories Philadelphia 1, Pa. 
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Central Nervous Stimulants 
Geroniazol TT 48a 


Choleretics and Hydrocholeretics 
Supligol Tablets 214a 


Contraceptives 


Immolin 66a 

Koro-Flex Diaphragm 185a 

Lanesta Gel 225a 

Ramses Diaphragms & Vaginal Jelly 59a 


Cough Control 


Benylin Expectorant Illa 
Hycomine Syrup 98a 
Phenergan Expectorant 132a 
Robitussin 12la 


Diabetes 


Diabinese 104a, 105a 
Orinase 20la 


Diagnostic Agents 


Color-Calibrated Clinitest 8a 


Diarrheal Disorders 


Parepectolin 197a 
Sorboquel 109a 


Digestants 
Phazyme 37a 


Diuretics 


Cyclex 203a 
Diuril 80a 
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Continued 


Enzyme Therapy 
Avazyme 143a 


Epilepsy 
Mebaral 73a 


Equipment and Supplies 


B-D Multifit Syringe 167a 
B-D Yale Disposable Needle 167a 


Eye, Ear, Nose and Throat Preparations 


Aspergum 127a, 128a 
NeoDecadron Ophthalmic 173a 
Orabiotic 127a, 129a 
Otobione 127a, 129a 

Otobiotic 127a, 128a 
Tetrazets 106a 


Foods and Beverages 


Carnation Instant Nonfat Dry Milk 202a 


G. U. Preparations and Antiseptics 


Furadantin 50 mg. 30a 
Pyridium 119a 

Thiosulfil Forte 150a, 
Urised 74a, 75a 


Hematinics 


Ferro-Sequels 52a, 53a 
Livitamin 44a, 45a 
Mol-Iron Chronosules 28a 
Roncovite-mf 92a 


Hemorrhoids and Rectal Disorders 


Anusol, Anusol-HC 8la 
Maltsupex 208a 
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Protects the angina patient 
better than vasodilators alone 


Unless the coronary patient’s ever-present 
anxiety about his condition can be 
controlled, it can easily induce an 
anginal attack or, in cases of myocardial 
infarction, can delay recovery. 


This is why Miltrate gives better 
protection for the heart than vasodilators 
alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. 


Miltrate contains PETN (pentaerythritol 
tetranitrate), acknowledged as basic 
therapy for long-acting vasodilation. . . . 


REFERENCES: 1. Ellis, L. B. et al.: Circulation 17:945, May 1958. 
2, Friedlander, H. S.: Am. J. Cardiol. 1:395, Mar. 1958. 8. Riseman, 
J-£.F.: New England J. Med. 261:1017, Nov. 12, 1959. 4. Russek, H. I. 
et al.: Circulation 12:169, Aug. 1955. &. Russek, H. L.: Am. J. Cardiol. 
3:547, April 1959. @. Tortora, A. R.: Delaware M. J. 30:298, Oct. 1958. 
7. Waldman, S. and Pelner, L.: Am. Pract. & Digest Treat. 8:1075, 
July 1957. 


Suppiied: Bottles of 50 tablets. Each tablet contains 200 mg. 
Miltown and 10 mg. pentaerythritol tetranitrate. 


= 1 or 2 tablets q.i.d. before meals and at bedtime, 
to individual sequirements, 


What is more important—Miltrate provides 
Miltown, a tranquilizer which, unlike 
phenobarbital, relieves tension in the 
apprehensive angina patient without 
inducing daytime fogginess. 

Thus, your patient’s cardiac reserve is 
protected against his fear and concern 
about his condition; his operative arteries 
are dilated to enhance myocardial blood 
supply—and he can carry on normal 
activities more effectively since his mental 
acuity is unimpaired by barbiturates. 


Miltrate 


fy WALLACE LABORATORIES / Cranbury, N. J. 
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Investments and Insurance 
Standard & Poor's 135a 


Laxatives and Anticonstipation Preparations 


Dulcolax 63a 
L.A. Formula 204a 


Muscle Relaxants 


Parafon Forte 122a, 123a 
Rela 22la 

Robaxin 38a, 39a 

Soma 136a, 137a 


Parkinsonism 
Artane 18la 
Cogentin Cover 4 
Disipal 190a 
Phenoxene 205a 


Skin Disorders and Antibacterials 
A&D Ointment 107a 
Advicin Topical 32a 

Chymar Ointment 102a 
Cort-Dome %% 67a 
Diaparene 125a 

Fostex 145a 

Fulvicin 32a 

Furacin-HC Cream 115a 
pHisoAc, pHisoHex 182a 
Sulpho-Lac 218a 

Veriderm Medrol Acetate 54a 


Steroids and Hormones 


Aristocort Forte 164a, 165a 
Bioflavonoids 16a 
Decadron 10a 

Dianabol 170a, 17la 
Durabolin Cover 3 

Enovid 68a 

Panzalone 7la 
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Tranquilizers 

Librium Injectable Cover 2 

Mellaril 26a, 27a 

Meprospan-400 Opposite page 194a 
Miltown 101la; Opposite page 195a; 195a 
Permitil Chronotabs 159a 

Trepidone 112a, 113a 


Ulcer Management 


Enarax 184a 
Nactisol 46a, 47a 
Pathibamate 40a, 4la 
Titralac 84a 


Upper Respiratory Infection Preparations 
Hycomine Compound 175a 


Vaginal Preparations 


Sporostacin Solution 4a 
Sultrin Cream 179a 
Tricofuron Improved 70a 
Trimagill 219a 

Vagisec Liquid & Jelly 16la 


Vertigo 
Tigacol 24a 


Vitamins and Nutrients 
Adabee 183a 

Eldec Kapseals 12a 
Gevrestin 223a 

Myadec 94a, 95a 

Pramilets 188a, 189a 
Thera-Combex Kapseals 146a 
Theragran 152a, 153a 


Weight Control 


Bamadex Sequels 206a, 207a 
Phantos 169a 
Preludin 191a 
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susceptible 


RAPID RESPONSE —Tao provides a 
rapid and decisive response in a wide range 
of common bacterial infections due to many 
Gram-positive and some Gram-negative bac- 
teria. And after four years of clinical experi- 
ence, Tao continues to be effective against 
many resistant staphylococci. That’s why 
YOU CAN COUNT ON 


triacetyloleandomycin 


MEDICAL TIMES 
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TAO ; TAO 
IN VIVO *IN VITRO 
ACTIVITY ACTIVITY REPORTED 


Staphylococci 
Streptococci 
Pneumococci 
Gonococci 
H. influenzae 


Meningococci 


Bacillus subtilis 


PATHOGENS 


these busy pathogens 
often cause these 
commonly seen infections 


O 
WwW 
Ww 


OUTSTANDING RECORD OF 
SAFETY —Tao is exceptionally well tol- 
erated. No serious toxic reactions have been 
encountered in the recommended dosage. Aller- 
gic reactions are infrequent and seldom se- 
vere. Available as Tao Capsules, 250 and 
125 mg.; Ready Mixed Oral Suspension, 125 
mg. per 5 cc.; Pediatric Drops, 100 mg. per 
cc. of reconstituted liquid; Intramuscular or 


Listeria monocytogenes 
Erysipelothrix rhusiopathiae 
Corynebacterium diphtheriae 

Clostridium species \ 


Bacillus anthracis 
Brucella species 


\ \ 
\ TAO \ 


*DEMONSTRATED IN \ 
\ LIMITED REPORTS \ 


\ 
\ \ 


\ \ 
\ Klebsiella \ 
\ pneumoniae 
Ps. aeruginosa \ Lymphogranuloma 
H. catarrhalis \ inguinale virus 
\ Protozoa 
‘ (notably amebae) 


TAO 
*DEMONSTRATED IN 
PROTECTIVE STUDIES 


Rickettsia 
Psittacosis virus 


otitis media - acute URI « sinusitis + tonsillitis - pharyngitis - laryngitis « bronchitis - 
lobar & bronchopneumonia « bronchiectasis - lung abscess -« furuncles « otitis externa 
carbuncles impetigo contagiosa - ecthyma + acne vulgaris + infected cysts 
abscesses + infected contact dermatitis - infected eczema + other pyoderma « cellu- 
litis + infected traumatic or surgical ulcers and wounds + pyelonephritis + pyelitis + 
ureteritis - cystitis urethritis (including acute gonococcal) acute salpingitis endo- 
metritis bartholinitis osteomyelitis staphylococcal enterocolitis septic arthritis 


Intravenous, as oleandomycin phosphate. 
Usual adult dose: 250 to 500 mg., four times 
daily, depending on severity of infection. 
Usual pediatric dose: 3 to 5 mg./lb. body 
weight every 6 hours. 

NEW, TASTY TAO ORAL SUSPENSION 


Ready Mixed « Raspberry Flavored «+ For Pediatric Use 
And for nutritional support VITERRA® Vitamins and Minerals 
formulated from Pfizer's line of fine pharmaceutical products 

New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 


*These reports of antimicrobial activity represent experimental data and are not considered to be clinical indications for the use of triacetyloleandomycin. 
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ILABLE: Pink capsules, each providing 50 mg Roniacol in the form of the tartrate and 1 
, of flushing and an occasional case of ati 


: capsules three times daily. NOTE: Side effects were virtually absent except for a few 
withdrawn. ‘There are no known contraindications, but as with any new drug, patients should b 


therapy. RONIACOL® — brand of nicotinyl alcohol « TIGAN® 


en the complaint is ‘dizziness’ 


" @ TWO SPECIFIC ACTIONS @ FEWER SIDE REACTIONS New Tigacol facilitates the sympto ie se 
| s, Meniere's syndrome, impaired cerebral circulation or of nonspecific origin. | 
varied ‘symptoms of vertigo whether due to labyrinthitis, Meniere specific ant metic. Ro % 
3 offers you the clinically proven advantages of a well-tolerated pe hypotension. Tigan |. 
__‘*promptly relieves vertigo by. directly relaxing ‘gic effects. 
— suppression of emetic impulse: drowsiness, tranqui 
~ €ontrols nausea and vomiting GE:Oneor | 


Contributions describing actual and unusual happenings in 
your practice are welcome. For obvious reasons only your 
initials will be published. An imported sculptulite figurine 

. an amusing caricature of a physician... will be 
sent in appreciation for each accepted contribution. 


Family Strain 


A young man came to the Health Depart- 
ment Venereal Disease Clinic and was diag- 
nosed as having gonorrhea. His last name 
sounded familiar to me, so I asked about his 
family. 

“Maybe you remember the name because 
my brother was in here yesterday,” he said 
with complete candor. “I guess this here con- 
dition runs in our family.” 

J.C., M.D. 
Washington, D.C. 


Incubator Baby 


The following incident occurred recently 
when Helen, age 19, and her grandmother 
came to my office. Grandma looked fondly at 
Helen, then at me. She said, “Isn’t she a lovely 
young woman in spite of her prematurity?” 
And thereby hangs a tale. 

I was the attending physician at Helen’s 
birth, which took place at home. I of course 
assumed that Helen’s parents had been mar- 
ried for at least a year, and this got me in 
hot water when it came to filling out the birth 
certificate. 

Soon after a normal delivery I got to work 
on the certificate. Just to be funny, I asked 
the new mother, “Have you been married four 
or five months?” 

To my great surprise, and in the presence 
of both of Helen’s grandmothers, she replied, 
“No doctor—seven months.” 

To quickly smooth out a difficult situation, 
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I declared a normal eight-pound, two-ounce 
baby girl to be very premature, with doubts 
of her survival! 

That this fiction has become fact was dem- 
onstrated in the recent office visit. I think 
I’ve learned a lesson. 

E.A.S., M.D. 
Baltimore, Md. 


Only for Cutting Hangnails 


It was a busy afternoon at the office. I was 
treating a little boy with a badly cut finger 
and in the adjacent treatment room sat a young 
woman suffering from a severe case of throm- 
bosed hemorrhoids. 

In the boy’s case I had reached the stage 
where I had to make an aluminum splint to 
conform to the finger. I walked down the hall 
to a tool drawer and picked up a pair of 
pliers and a pair of tin-snips. 

On my way back I passed through the room 
where the young lady sat. I said hello and 
told her I would be with her shortly. I noticed 
that she stared at the tools in my hand but 
I didn’t think anything of it at the time. 

I fixed up the boy’s finger and then exam- 
ined and treated the young woman. She seemed 
unusually reserved throughout examination and 
treatment. None of my pleasantries brought 
even the ghost of a smile. 

Several months later she was back in the 
office again. By now I’d gotten to know her 
a bit better, and on this visit she confided in 

Concluded on page 29a 


25a 


oN 
@ 
Off the Record 


2 


THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety _ 


and ‘‘screens out’’ 
certain side effects 
of tranquilizers, 
making it 
virtually free of: 


SENSITIVITY 


1 


i. 


“The value of the phenothiazines as tranquilizers has been established. [However] many distressing side 
effects have been reported with these drugs....Thioridazine [Mellaril] is as effective as the best available 
phenothiazine, but with appreciably less toxic effects than those demonstrated with other phenothiazines.”' 


In Geriatrics “This is the third time the authors have evaluated a tranquilizer in a geriatric group. 
Our feeling is that Mellaril is superior to the other two, both of which were phenothiazine derivatives.’ 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety in both 


ambulatory and hospitalized patients. peer 


RESEARCH 
SERVING THE 


Usual starting dose: Non-psychotic patients — 10 or 25 rng. t.i.d.; Psychotic patients — 100 mg. t.i.d. PHYSICIAN 


Dosage must be individually adjusted until optimal response. Maximum recommended dosage: 
800 mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 
1959. 2. Judah, L., Murphree, O., and Seager, L.: Am. J. Psychiat. 115:1118, June 1959. 
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adequate iron 

in convenient | 
sustained-release 
formformore @ 
efficient assimilation 


Chronosules 


sustained-release capsules 


for improved treatment of iron-deficiency anemia 


Each Mol-lron Chronosule contains the equivalent 
of 80 mg. elemental iron. Gradual dosage release 

_ means greater patient tolerance — minimizing 
G.I. disorders. Marked increases in hemogiobin 
and hematocrit levels through sustained 
liberation of more absorbable Mol-iron. All the 
advantages of specially processed Mol-lron — now 
in the form most conducive to efficient assimilation. 
Dosage: Adults — one Mol-Iron Chronosule daily. 
In severe anemia, one Chronosule twice daily. 
Children — one Mol-lron Chronosule daily. 
Supplied: Bottles of 30 Chronosules. 


Complete information concerning the use of this 
drug is available on request. 


MEDICAL TIMES 
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Concluded from page 25a 


me that she was scared to death on her first 

visit. The cause of her fear were the pliers 

and tin-snips—she thought I was going to use 
them on her hemorrhoids! 

G.W., M.D. 

Belmont, Calif. 


Night Insurance 


Recently I performed school exams on two 
children. Four other children in the same 
family came along, entering my office with the 
mother. 

During the course of the exams it became 
necessary to take the height and weight of 
each child. As I was thus engaged, I turned 
to the mother and said, “Do you have blanket 
coverage for these youngsters?” 

Before she could answer, one of the chil- 
dren spoke up: “Sure, Mommy covers us with 
a blanket every night!” 

C.M.C., M.D. 
Beloit, Wis. 


Hates Rare Roast Beef 


In answer to an emergency phone call, I 
hurried to the patient’s home, rushed into his 
bedroom and found a middle-aged man with 
a small superficial laceration of a finger. 

“You're not badly hurt,” I told him. “What 
was the big emergency?” 

“Well, I always get scared at the sight of 
blood,” he said. “I cut my finger while I 
was working.” 

I asked him what kind of work he did, and 
he replied: “I’m a butcher.” 

B.J., M.D. 
Washington, D.C. 


That’s Going Too Far! 


A loud and overbearing man brought his 
wife into my office after he had learned that 
I had sterilized the wife of one of his neigh- 
bors. He demanded that I do something “to 
stop my wife from having any more babies.” 

He was very glad to learn that this could 
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be accomplished in my office, thus saving on 
hospital bills. But his face fell when the 
nurse asked him instead of his wife to step 
into the operating room. 
For some reason, he lost his enthusiasm for 
infertility and decided against the procedure. 
J.R., M.D. 
Washington, D.C. 


A Boy and His Crustacean 


After treating the man of the house, I 
emerged from the bedroom to give his wife 
some instructions about his care. She was 
busy in the kitchen, about to cook a very large 
lobster. Their boy, about 6 years of age, was 
standing near his mother and was gazing in- 
tently at the very much alive lobster on the 
table. As I came in I heard the boy ask his 
mother what she planned to do with the 
animal. 

“Cook him for supper,” she said. 

“Cook him!” the lad repeated incredulously. 
“No you’re not. He’s gonna be my pet!” 

G.S., M.D. 
Boston, Mass. 


Bottom in Journalism 


This happened when I was working in the 
proctoscopy section of a large clinic. The 
patient was a woman, and I placed her in the 
usual “seat up” position for examination. As 
I began the observation I noticed a mottling 
on her buttocks, extending bilaterally. 

When I mentioned the mottling to her, she 
was as puzzled as I. Then she suddenly 
laughed. She had taken a bath that morning, 
and just as she was getting out of the tub 
the phone rang. She draped a towel around 
her, ran into the bedroom to get the phone, 
and sat down on the bed—tright on the morn- 
ing newspaper she'd been reading before taking 
the bath! That’s what the mottling consisted 
of—the news of the world. 

L.P., M.D. 
Chicago, Ill. 
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in acute, uncomplicated 
urinary tract injections... 
eliective low dose therapy with 


WA 


brand of nitrofurantoin 


In acute infections of the urinary tract involving gram-negative organisms (predominantly 
coli-aerogenes group), Welling and colleagues’ found that patients responded clinically to 
FURADANTIN 50 mg. q.i.d. “as readily as to 100 mg. dosage.” Particularly with moderate 
fluid restriction, Thompson and Amar’ consider that 50 mg. FURADANTIN tablets provide “urine 
concentrations sufficient to clear the majority of acute uncomplicated infections’”—and with 
“complete obviation of nausea.” Lippman et al.* also reported minimal side effects with 
FURADANTIN 50 mg. q.i.d. in prolonged prophylactic use. 

Patients who do not respond to FURADANTIN 50 mg. q.i.d. after 2 or 3 days should be given an 
increased dosage—FuRADANTIN 100 mg. q.i.d. Patients with complicated, chronic or refrac- 
tory urinary tract infections should receive FuRADANTIN 100 mg. q.i.d. from the outset. 
FURADANTIN is available in Tablets of 50 mg. and 100 mg., and in an Oral Suspension 
containing 25 mg. of FURADANTIN per 5 cc. page e006 


REFERENCES: 1. Sere. A.; Watkins, W. W., and Raines, S. : J Urol. 77 :773, 1957. 2. Thompson, I. A., and Amar, A. D.: J, Urol. 82:387, 1959. 
3. Lippman, R. W. » Wrobel, C. J.; Rees, R., and Hoyt, R.: : Urol 80:77, 1958. —\ 9 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK 
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MAALOX' 


RORER 


HYDROXIDE GEL) 


ANTACID — DEMULCENT 
NON-CONSTIPATING 


A coltotdal suspension of Magnesium and 
Aluminum Hydroxides useful for the 


severeiy 
Sidney 
KEEP BOTTLE TIGHTLY CLOSED 
KEEP FROM FREEZING 44772 
WILLIAM H. RORER, Inc. 
Pharmacevtica! Chemists Philadelphia, Pa. 0.5.4 


NO TASTE FATIGUE 
EXCELLENT RESULTS 
NO CONSTIPATION 


the most widely prescribed and 


most wearable of all antacids 
suspension tablets 


Tablet Maalox No. 1 equivalent to 1 teaspoon Suspension 
Tablet Maalox No. 2 equivalent to 2 teaspoons Suspension 


5 
z 
4 be given in water of milk twenty min 
ae By a0 directed by your physician, Masiox 
should not be used atients whe sre 


First total regimen in athlete’s foot 


Apvicin is the first topical preparation to combine the proved anhidrotic and antipruritic benefits of an 
anticholinergic with widely accepted fungicidal and keratolytic agents... ADVICIN reduces local sweating, 
helps keep feet dry... helps relieve itching promptly ...has a pleasant medicinal scent...may shorten the 
fungous-clearing time required with oral FULVICIN. Supplied: Avvicin Powder—2 ounce can—for daytime use. 
Apvicin Cream—50 gram tube—for nighttime use. For complete details, consult latest Schering literature available from 
your Schering Representative or Medical Services Department, Schering Corporation, Bloomfield, New Jersey. 


$-074 


NEW 


first topical fungicide 
\ with sweat-inhibiting action® 


TOPICAL 


2-way antifungal attack 


in a moisture-controlled, 


antifungal environment 


first orally effective 


antifungal antibiotic for ringworm 


*ApDvICIN contains diphemanil methylsulfate (PRANTAL®) 2%, 
undecylenic acid 5%, and salicylic acid 3%. 


\ 
a 
4 . 
‘ORAL 
brad of griseofulv: 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., Professor of Radiology 
New York University School of Medicine 


and Director of Radiology, Bellevue Hospital Center 


Twenty-seven-year-old female with history 
of painful joints for eight years’ duration. 


What is your diagnosis? 


1. Osteomyelitis 3. Condensing metastatic disease 
2. Osteitis condensans ilii 4. Rheumatoid osteopathy 


(Answer on page 220a) 
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to HYDROPRES Tabiets. 


*case report 

effective by itself in many hypertensives. .. 

indicated in all degrees of hypertension | 

a 

nvoreDIURIL with RESERPINE 


HYDROCHLOROTHIAZIDE 


pulmonary congestion. — icular strainand hyper- 
clearing of congestion. Changes towardnormal = 


"Liver palpable 5 fingerbreadths 


HYDROPRES-25 HYDROPRES-50 


25 mg. HydroDIURIL hydrochlorothiazide, 0.125 50 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine per tablet. One tablet one to mg. reserpine per tablet. One tablet one or 
four times a day. two times a day. 
also available: 

t t 
HYDROPRES-Ka‘25 HYDROPRES-Ka‘50 
25 mg. HydroDIURIL hydrochlorothiazide, 0.125 50 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine, 572 mg. potassium chloride mg. reserpine, 572 mg. potassium chloride 
(equivalent to 300 mg. potassium) per tablet. (equivalent to 300 mg. potassium) per tablet. 


It is essential to reduce the dosage of other antihypertensive agents, particularly the ganglion blockers, 
by at least 50 per cent immediately upon addition of these agents or of HYDROPRES Tablets to the regimen. 


Before ys eater or administering HYDROPRES, the physician should consult the 
detailed information on use accompanying the package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


THYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC. 


: 


STOPS THE ASTHMA ATTACK 
IN MINUTES...FOR HOURS.. 
ORALLY 


ELIXOPHYLLIN 


RAPID RELIEF IN MINUTES— in 15 min- 
utes'* mean theophylline blood levels are comparable to I. V. 
aminophylline—so that severe attacks have been terminated 
in 10 to 30 minutes.’***° Note: With Elixophyllin the patient 
can learn to abort an attack in its incipient stage. 


INHERENT SUSTAINED ACTION —After 
absorption theophylline is slowly eliminated during a 9-hour 
period.’ Clinically proved relief and protection day and night 
with t.i.d. dosage.'**** 


NO UNNEEDED SIDE EFFECTS —Since 
Elixophyllin does not need “‘auxiliaries,”’ it contains no ephed- 
rine —no barbiturate—no iodide —no steroid. Gastric distress 
is rarely encountered.** 


Average am in vital 


Each tablespoonful (15 cc.) contains produced by Efixophyilin, 75 e¢., 

theopylin 80 to An acute asthmatic attacks.’ ) 
3 aminophylline) in a hydro- A ~ 

} ic vehicle (alcohol 20%). 


ACUTE ATTACKS: 


single dose of 75 cc. for adults; 0.5 
ec. per Ib. of body weight for children, 


24 HOUR CONTROL: 


for adults 45 cc, doses before break- 

fast, at 3 P.M., and before retiring; 

after two days, 30 cc. doses. Children, 

first 6 doses 0.3 cc.—then 0.2 cc. 

per Ib. of body weight as above. MINUTES 
15 


REFERENCES: 1. Kessler, Connecticut MJ. 27:205 (March) 195; 

McGinn, J.T., and Hennessy, D.J.: Am. J. Med. Sci. 238 286 (Mare) 16 

Med. Times (Oct.) 1959. 4. Burbank, B.; Schiuger, J., and McGinn, J.: 

234:28 (July) 1957. 5. Spielman, A.D.: Ann. Allergy 1957. 

J.: Ann. 1958. 7. Waxier, S.H., k, JA. 143: 
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Current Therapy—1961, Philadelphia, W.B. Saunders Company, p. 417. 
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Bloating, belching, borborygmus or flatulence—what- 
ever the symptoms of gastrointestinal gas, Phazyme 
provides uniquely effective relief. Phazyme is the first 
comprehensive treatment for gastrointestinal gas that 
combines both digestive enzymes and gas-releasing 
agents—dua! action that provides far better results 
than either agent alone. Digestive enzymes minimize 
gas formation resulting from digestive disorders or 
food intolerance. The gas-releasing agent, specially 
activated dimethyl polysiloxane, breaks down gas- 
enveloping membranes—prevents gas entrapment. 
A two-phase tablet, Phazyme releases these active 


(NEW! When anxiety adds 


to the gas problem— 
Phazyme with Phenobarbital 


The PHAZYME formula with ‘%« gr. phenobarbital. 
Supplied as two-phase release, yellow tablets, in bottles 
of 50. Phenobarbital may be habit forming. 


New! For pain, distention and distress 
due to gastrointestinal gas! 


components in the environments best suited to their 
actions—stomach or small intestine. 


Phazyme is ideal medication for relieving gas distress 
in patients on the currently popular 900-calories-a- 
day diet. It is also recommended as routine therapy 
for cardiac patients to prevent gas from aggravating, 
complicating or simulating angina. 

DOSAGE: One tablet with meals and upon retiring, or as required. 


SUPPLIED: As two-phase rel , pink tablets, in bottles of 50 
and 100, 


REED & CARNRICK / Kenilworth, New Jersey 


minimizes gas formation 
prevents gas entrapment 


HAZYME 


TABLETS 


’ ’ 
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painful skeletal muscle spasm 


ROBA Xx 1 N c> 


INJECTABLE anv TABLETS Methocarbamol Robins U.S. Pat. No. 2770649 


Relaxation — obtained within minutes with Rosaxin Injectable. 

— maintained without drowsiness with Ropaxin Tablets. 
Nine published studies show: 
Beneficial results in 90% of cases of skeletal muscle spasm with RoBaxin. 
Clinical responses to Ropaxin therapy, as reported by investigators: 


“marked” in 26 out of 33 patients, moderate in 6...’ “pronounced” in 37 out of 58 
patients, moderate in 20...* “good” in 25 out of 38 patients, moderate in 6...° 
“excellent” in 14 out of 17 patients, moderate in 2...° “significant” in 27 out of 30 
patients ...*° “gratifying” in 55 out of 60 patients ...* “effective” in 32 out of 32 
patients...” “marked” in 27 out of 46 patients, moderate in 6...‘ “good” in 57 out 
of 60 patients, moderate in 3."° 


Rospaxin exhibits “great freedom from undesired side reactions,”* does not pro- 
duce “concomitant euphoria or partial anesthesia,’ and permits patients to retain 
concentration and awareness.*® 


For immediate relaxation of acute skeletal muscle spasm: 


2. ® . — each ampul containing 1.0 Gm. of methocarbamol in 
Robaxin Injectable 10 ec. of sterile solution. 


For initiating therapy or maintaining relaxation induced by Rosaxin Injectable: 
Robaxin® Tablets —0.5 Gm. (white, scored) in bottles of 50 and 500. 

Also available: When pain and spasm require concurrent analgesic and relaxant action: 
Robaxisal” Tablets — —Robaxin with Aspirin 


—and for skeletal muscle relaxation with more comprehensive analgesia: 


Robaxisal PH —Robaxin with Phenaphen ® 


Literature available to physicians on request. 


1. Carpenter, E. B.: Southern M.J. 51:627, 1958. H. F., J.A.M.A. 167:163, 1958. 3. 
P.: Clin. Med. 6:2321, 1959, 4. Grisolia, A., and Thomson, e : Clin. Orthopaedics 13 :299, 1959. 5S. Lewis, W. 
Med. 90:26, 1959. 6. Doherty, D. S., and Shields, A.M.A. 167 :160, 1958. 7. Park, H. W.: J.A.M. A. 


167 :168, 1958. 8. Plumb, C. S.: Journal-Lancet 78:531, 1958. *y eoee J. L., and Flanagan, M. E.: J.A.M. A. 171 298, 
1959. 10. Schaubel, H. J.: Orthopedics 1 :274, 1959. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow’s with persistence 
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4 


LY. lity and | ec 
ica d irritable colon, ileitis, esophageal spasm. anxiety neurosis wi gastrointestinal sym 
glaucoma; pyloric obstruction: obstruction. of the urinary bladder nec 
indications, dosage, precauti struction. of the urinary bladder neck Request complete information on 
, ons, dosage. precautions and contraindications from your Lederle represe write to 


Or patent | 
to relieve tensions and to inhibit. 
hypermoulity and hypersecretion | 
q 


In summer respiratory allergies, 


the treatment problem is to 
relieve congestion. Valuable as 
antihistamines are against 
sneezing, itchy, weeping eyes and 
rhinorrhea, they are less effective 
against nasal congestion." 


NOVAHISTINE 


Novahistine provides more than 
simple antihistaminic effect. 

It shrinks congested mucous 
membranes (nasal, pharyngeal, 
laryngeal, conjunctival), opens up 
air passages, promotes sinus 
drainage, and helps prevent 
mouth breathing. 


NOVAHISTINE LP TABLETS 


8 to 12 hour relief with a single adult dose of 2 tablets. 
Each tablet contains 25 mg. phenylephrine HCI 

(a vasoconstrictor that does not increase pulse rate) 
and 4 mg. chlorprophenpyridamine maleate (a potent, 
well-tolerated antihistamine), 


NOVAHISTINE ELIXIR 


exceptionally palatable liquid that children like to take. 
Each 5 ml. teaspoonful contains 5 mg. phenylephrine 
HCI and 2 mg. chlorprophenpyridamine maleate. 


1. Beckman, H.: Pharmacology: The Nature, Action and 
Use of Drugs, 2nd Ed. W. B. Saunders Company, 
Philadelphia and London, 1961, p. 673. 


PITMAN-MOORE COMPANY 


Division of The Dow Chemical Company 
Indianapolis 6, Indiana 
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Edited by Albert L. Rubin, M.D.., 
Associate Professor of Medicine, Cornell University Medical School 


What Is Your Diagnosis? 


A fifty-seven-year-old male entered 
the hospital with crushing substernal 
pain of four hours’ duration. 


Heart Rate: 115 

PR Interval: .13 Seconds 

ORS Interval: .08 Seconds 

QT Wave I, AVL, V1-5 

ST Segment Elevation I, AVR, AVL, V1-6 
ST Segment Depression II, III, AVF 


(Answer on page 220a) 


| 
| 
43a 


moms 
and minors... 


MEDICAL TIMES 


: 
- \ 
w 
| 
\ 
1 | q 
|. 
; 


LIVITAMIN 


...the hematinic with built-in nutritional support 


Many growing children and most women of 
menstrual age deplete their iron reserves and 
slide into iron-deficiency anemia. 


Livitamin changes the minus to a plus be- 
cause it restores depleted iron reserves and 
also provides integrated nutritional support. 
Iron in Livitamin is well absorbed, with 
minimum gastric upset and constipation. And 
with Livitamin there is no worry about teeth 
stain ...or taste acceptance. 


WRITE FOR LITERATURE 
AND DOSAGE INFORMATION. 


FORMULA: Each fiuidounce contains: 


Iron, peptonized 
(equiv. in elemental iron to 71 mg.) 


Manganese citrate, soluble, N.F. ....... 
Thiamine hydrochloride 


Pyridoxine hydrochloride 
Pantothenic acid 


SUPPLIED: Liquid: 8 oz. botties, pints, gallons; Capsules: 
Bottles of 100, 500, 1000. Also available as LIVITAMIN 
with INTRINSIC FACTOR: bottles of 100 capsules. 


THE s. E. MWEASSENGILL COMPANY 


Bristol, Tennessee . New York 
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Kansas City . San Francisco 
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10 mg. 
Rice bran extract, U.S.P.XIV ......... 1 Gm. 
= 


IN PEPTIC ULCER AND HYPERACIDITY 
with associated TENSION and NERVOUSNESS 


suppresses gastric acid secretion at the parietal cell level 


decreases gastrointestinal hypermotility 


relieves nervousness and tension 


NACTISOL combines: 


NACTON® 4 mg. __ new inhibitor of gastric acid secretion and hypermotility 


poldine methyisulfatet 
“,.. reduces the total output of gastric HCl by about 60%”! 
plus 


BUTISOL sopium® 15 mg. **daytime sedative” with highest therapeutic 


butabarbital sodium 


index? (highly effective, minimal side effects) 
smooth, predictable sedation of 6 hours’ duration 


e Side effects with NACTISOL therapy have been minimal.*° 


NACTISOL. ..in scored, yellow tablets—bottles of 100 
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a —chief cell 
(pepsin-producing). 


Typical gastric 
secretory gland. 
—parietail cell 
b (acid-producing). 


NACTISOL INHIBITS GASTRIC ACID SECRETION AT THE PARIETAL CELL LEVEL 


1. Douthwaite, A. H.: The Development of the Treatment of Duodenal 
Ulcer, Proc. Roy. Soc. Med. 51:1063-1068 (December) 1958. 


2. R. C., Grossman, A. and Mouratoff, G. J.: 
j linical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 
‘ References (October) 1959. 


3. Steigmann, F.; Clinical Report to McNeil Laboratories. 
4. Lorber, S. H.: Clinical Report to McNeil Laboratories, December 6, 1960. 
5. Rider, J. A.: Clinical Report to McNeil Laboratories. 


Mec NEIL McNEIL LABORATORIES, INC., Fort Washington, Pa. 


*Trademark 
tU. S. Patent 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
 bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory. 
Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT“ 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1958. 8. Connolly, R.: W. Va. Med. J. 56: 268, 1960. 


GERONIAZOL TT’ 


*TEMPOTROL® (Time Controlled Therapy) 


References: 


PHILIPS ROXANE, INC. Columbus 16, 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 


debilitated with symptoms of mental 


confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 

Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 
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Coroner’s Corner 


A beautiful imported German apothecary jar wil! be 
sent to each contributor of an unusual case report. 


A 63-year-old painter was in- 
stalling window screens on his home on a 
Sunday. He was found unconscious, at the 
bottom of his ladder, by a neighbor. However, 
no one had witnessed the fall and the height 
from which he may have fallen was not known. 

The patient was comatose and in shock 
when admitted to the hospital 30 minutes later. 
He was maintained by artificial respiration and 
supportive measures. Lumbar puncture pro- 
duced grossly bloody spinal fluid. The opinion 
of the neurological consultant was that the 
fall may have been preceded by a spontaneous 
cerebral hemorrhage or infarction. 

It was reasonable te assume that a painter, 
accustomed to ladders, would not have fallen 
unless disabled. The patient died in coma 
approximately 44 hours later. 

Since the circumstances of death included 
a possible injury, the coroner had jurisdiction. 
With the consent of the coroner, an autopsy 
was performed by the hospital pathologist. 

¢ brain showed contusions and hemorrhages, 
ObviGlisly caused by trauma. There was no 
evidence of spontaneous cerebral hemorrhage 
or* infarction, and no evidence of preexisting 
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disease of the arteries or parenchyma.ous 
organs sufficient to have caused the patient to 
lose control of himself while on the ladder. 
Death was therefore presumed to be due to 
an accidental fall. 

The importance of the autopsy was more 
than to establish the exact cause of death for 
statistical purposes. The patient carried 
“double indemnity” life insurance and the 
autopsy findings, competently interpreted, en- 
abled the widow to claim the additional indem- 
nity. 

A. J. S., M.D. 
Cleveland, Ohio 


\ 
i 
Sy 
X 
4 Vad, 
490 


: 
— 


ate 


A COMPLETELY NEW CHEMICAL ENTITY* 


Brand of Monalium hydr 


fs TRUE BUFFER-ANTACID 


the non-chewtablet that works 
like aliquid in speed of action 
and duration of relief 


m works as fast as a liquid... adjusts pH to the 
safe 3.5-5.5 therapeutic range within seconds 


m sustains buffering action like a liquid. . . main- 
tains a physiologic pH for prolonged periods 


LIQUID ACTION WITH TABLET CONVENIENCE 

Now for the first time, your patients can enjoy liquid 
effectiveness with tablet convenience — and because 
“‘RIOPAN”’ is a Swallow tablet, there is no taste fatigue 
...nor have side effects been a problem: no alkalini- 
zation — no acid rebound — no constipation — no 
diarrhea. 


*THE PHARMACOLOGIC BASIS FOR ‘‘RIOPAN” 
EFFECTIVENESS 

“RIOPAN’’ is an entirely new chemical entity in which 
two agents with well established antacid properties 
—magnesium and aluminum hydroxides—are united 
in a single molecule by a patented process (U. S. Pat. 
2,923,660). This chemical union makes possible a 
small, wafer-thin tablet that acts within seconds, 
providing therapeutic pH adjustment almost 
immediately. 


Ke a ri. SWALLOW TABLETS & SUSPENSION 


a new advance in liquids, too 


RIOPAN” Suspension 


“‘RIOPAN” Suspension offers a welcome taste change 
—refreshingly cool, clean mint flavor with no after- 
taste—and predictable buffering action, almost im- 
mediately providing a uniform, physiologic pH range 
in both large and small amounts of HCI, even with 
varying dosage. 


Dosage: 1 or 2 tablets swallowed with water as required, 
or 1 or 2 teaspoonfuls of suspension with water as re- 
quired; preferably between meals and at bedtime. 


NOTE: In peptic ulcer, and whenever continuous control 
of acidity is desired, many clinicians prefer to give antacid 
medication at hourly intervals throughout-the day. 


Supplied: ‘‘riopan’’ Tablets, No. 790— Each tablet con- 
tains 400 mg. Monalium hydrate (hydrated magnesium 
aluminate). Packages of 60 and 500 in individual film 
strips of 10 tablets. 


“‘RIOPAN'’ Suspension, No. 906 — Each teaspoonful con- 
tains 400 mg. Monalium hydrate (hydrated magnesium 
aluminate). Bottles of 12 fluidounces. 


AYERST LABORATORIES 
New York 16, N. Y. « Montreal, Canada 
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° FERRO-SEQUELS...a rational, physiologic approach to the treat- 
ment of iron deficiency ...with an improved, better-tolerated medic- 
inal iron... with sustained action timed for optimal release... plus 
ee the fecal softener dioctyl sodium sulfosuccinate. 
= The better-tolerated ferrous fumarate is made available in opti- 
mal amounts at the sites where uptake is most efficiently accom- 
plished. The bulk of the iron is timed for release through the 
duodenum-jejunum, and virtually all of the remainder in the ileum 


—thus corresponding closely to the normal sequence of absorption 
of medicinal iron described by Goodman and Gilman.” 

The possibility of gastrointestinal irritation is greatly reduced... 
first, because of the excellent toleration of ferrous fumarate'**... 


second, because the concentration of iron salt is not unduly high at 
any one point. 


Diocty! sodium sulfosuccinate helps soften stools for. easier 
elimination. 
Each two-tone, green FERRO-SEQUELS capsule contains: 


be (equivalent to 50 mg. elemental iron) 


2 Bottle of 39. 

: Dosage: 1 or 2 SEQUELS® daity. 

a Bibliography—i. Feldman, H. S.: Ferrous Fumarate in the Treatment of Iron Deficiency 
q Anemia. Virginia M. Month. 87:177 (April) 1960. 2. Goodman, L. S., and Gilman, A.: Phar. 


macological Basis of Therapeutics, Second Edition, Macmilian, New York, 1955, p. 1455. 


2 3. Mingworth, D. G.: Ferrous Fumarate. Brit. M. J. i (5159):1099 (Nov. 21) 1959. 4, New 

- : and Nonofficial Drugs: Ferrous Fumarate. J.A.M.A. 171:1104 (Oct. 24) 1959. 5. Shapleigh. 

“4 4. 8., and Montgomery, A.: Ferrous Fumarate: A Clinical Trial of a New Iron Compound. 

E Am. Pract. 10 (3):461 (Mar.) 1959. 6. Swan, H. T., and Jowett, G. H.: Treatment of tron 

‘i Deficiency with Ferrous Fumarate. Assessment by a Statistically Accurate Method. 
a Brit. M. J, 1 (5155):782 (Oct. 24) 1959. 


SUSTAINED RELEASE IRON CAPSULES LEDERLE 


[Ta 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Peart River, New York “ay 
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‘inside look” at a 


Take an 


remarkable 
advance 
in topical steroid 3 
therapy 


The unique base, Veriderm, com- 
bined with the outstanding anti- 
inflammatory steroid, Medrol, 
provides effective treatment of 
dermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 
approximating the composition of 
normal skin lipids, and Medrol 
Acetate, the highly effective, 
dependable corticoid. 


Topical use of Veriderm Medrol 
Acetate produces symptomatic 
relief and objective improvement 
of dermatoses, and at the same 
time aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
tate, less greasy than an ointment 
and less drying than a lotion, is 
indicated in atopic, contact, or 
seborrheic dermatitis, and in 
neurodermatitis, anogenital pru- 
ritus, and allergic dermatoses. 


Available four formulations: Veriderm Medro! 

Acetate 2.5 mg 

zoate 3 skin lipid base of saturated and 
at geo free fatty acids; trigiycerol and other esters of 

acids; saturated and unsaturated hydrocarbons; 

high-molecuiar-weight sicohol; with water and 
aromatics Medrol Acetate 1% is available.) 


For infect iderm Neo- 
Medrot Acetate 0.25% — Each gram contains: Macoren (meth- 
prednisolone) ‘Acetate 2.5 Sulfate mg. 
(equivalent to 3.5 mg. neomycin base): Methyiperaben 4 me.; 
3 mg.; ino ba: 
and free fatty acids; 
trigtycerol and other fatty acids; and 


weight aicohol, with water — aromatics. (Veriderm Neo- 
Medrot Acetate 1% is also available) 


Admini stration: After Ba cleansing of the affected skin 
minimize the possibility of a smali 
mount of ¢ither Veriderm Med 

is appired and rubbed into the involved areas 

——- should be made initiatly one to three times daity. 
ts achieved — usually within a few hours — the 

ef application should be reduced to 

necessary to avoid relapses. The 1% 

mended for beginning treatment end t 25% Soanuenion 


for maintenance therapy 

ocal appli of Veriderm Medrol Ace- 
tate or Neo-Medrol Acetate is i in tub i 
of the skin and in other cutaneous infections for which an 
effective antibiotic or chemotherapeutic agent is not aveil- 
able for simultaneous application 
These preparations ere. usvally well tolerated. However, if 


during the course of the . rapy, appropriate local or systemic 
should be instituted. 
5 Gm. and 20 Gm. tubes. 


Verider 


Medrol' 


Acetate 


Neo-Medrol' 


Acetate 


treaDEMarn, REG. U. 8. PAT. OFF. 


COPYRIGHT 1961, THE UPJOHN COMPANY 


What’s Your Verdict? 


Edited by Ann Ledakowich, Member of the Bar of New Jersey 


A young woman, residing in a 
rural home some nine miles distant from the 
physician’s office, consulted him during the 
early stages of her pregnancy. She was exam- 
ined and told to return for routine check-ups. 

Near the completion of her pregnancy, the 
patient inquired of the physician whether he 
could deliver the child at her home. She wa’ 
informed that this could not be done because 
the home lacked the facilities available at the 
hospital for safe delivery. 

The patient arranged for an aged Negro 
midwife to attend during delivery. When birth 
of the child became imminent, however, the 
midwife advised her to immediately secure a 
doctor because the delivery was made difficult 
and complicated by a hand presentation. Calls 
were made to several doctors, including the 
physician previously consulted, all of whom 
advised that the patient enter a hospital. Some 
six hours later, the patient did enter the hos- 
pital, but the unborn baby was already dead. 
Her own life was saved by the medical inter- 
vention of the physician previously retained. 

The physician was sued for malpractice for 
failure to attend the expectant mother at her 
home during childbirth, thereby causing the 
death of the child. Counsel argued that, in the 
absence of a special agreement, a physician 
who accepts a patient for treatment obligates 
himself to continue his care of that patient as 
long as his attention is required. Thus, the 
physician, upon first examining the patient for 
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her pregnancy, was under a duty to deliver her 
child at her home some months later unless 
he then and there expressly limited his obliga- 
tion to do so. 

The physician defended that no doctor in 
the area any longer undertakes childbirth in 
the home. All doctors require that the expect- 
ant mother enter a hospital where the facilities 
of modern medicine are available to afford the 
safest possible delivery, especially in the event 
of complications. The particular medical pro- 
cedure necessitated by the hand presentation 
in this delivery could have been performed 
safely only with the facilities available in a 
hospital delivery room. 

The jury returned a verdict for the physician. 

On an appeal, how would you decide? 
Answer on page 220a. 
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helps 
the depressed 
office 
patient 


BRAND OF NIALAMIDE 


provides remission of depression—smoothly, gradually, 
without “jarring” o notably low incidence of serious com- 
plications or side effects 5 convenience of once-a-day dosage 


Stience for the world’s well-being® PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 


MEDICAL TIMES 
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In Brief Niamid, brand of nialamide, is 1-(2-[benzylcarbamyl] ethyl) -2-isonicotinyl- 
hydrazine, a well-tolerated antidepressant that may correct or relieve depression on 
once-a-day dosage. Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melancholia, postpartum depres- 
sion, depressed phase of manic-depressive reaction, senile depression, reactive de- 
pression, schizophrenic reaction with depressive component, psychoneurotic depression. 
® In neurotic or psychotic patients, Niamid may normalize or favorably modify aberrant 
or excessive reactions and symptoms of depression such as: phobias, guilt feelings, dejec- 
tion, feeling of inadequacy, discouragement, worry, uneasiness, distrustfulness, hypo- 
chondriacal and nihilistic ideas, difficulty in concentration, insomnia, loss of energy or 
drive, indecision, hopelessness, helplessness, decreased functional activity, emotional and 
physical fatigue, irritableness, inability to rest or relax, sadness, anorexia and weight 
loss, and withdrawal from society. In the withdrawn patient, Niamid may elevate the 
mood so that there is increased activity, increased awareness and interest in surround- 
ings, and increased participation in group activities. Appetite may be increased and 
there may be decreased fatigability. Lack of clinical response to other antidepressant 
therapy does not preclude a favorable response to Niamid. Relief of depression may also 
be evidenced by elimination or reduction of the need for somatic therapy, such as electro- 
shock. In patients suffering from depression associated with chronic illness, Niamid may 
improve mental outlook, reduce the impact of pain, decrease the amounts of narcotics 
or analgesics needed, and improve appetite and well-being. In patients with angina 
pectoris, Niamid has been found to be a useful adjunct to management through reduc- 
tion in frequency of attacks and pain. Dosage: Starting dosage is 75 to 100 mg. on a 
once-a-day or divided daily basis. This may subsequently be adjusted depending upon 
the tolerance and response. Responses to Niamid are not usually rapid, and revisions of 
dose should be withheld until at least a few days have elapsed at each level. Increments 
or decrements of 12'%2-25 mg. are generally sufficient. A daily dosage of 200 mg. is the 
maximum recommended for/routine use. (As much as 450 mg. daily has been used in 
some patients.) Side Effects: Niamid, in clinical use, has been characterized by a signifi- 
cant lack of toxicity. It is generally well tolerated. Nervousness, restlessness, insomnia, 
hypomania, or mania, sometimes occur. Occasional headache, weakness, lethargy, ver- 
tigo, dryness of the mouth, blurred vision, increased perspiration, constipation, mild skin 
rash, mild leukopenia, and epigastric distress may be obviated or modified by reductions 
in dose. Effects due to monoamine oxidase inhibition persist for a substantial period 
following discontinuation of the drug. Precautions and Contraindications: Hepatic 
toxicity has not been reported in extensive clinical studies. However, if previous or 
concurrent liver disease is suspected, the possibility of hepatic reactions and liver fun¢- 
tion studies should be considered. & The suicidal patient is always in danger, and great 
care must be exercised to maintain all security precautions. The apathetic patient may 
obtain sufficient energy to harm himself before his depression has been fully alleviated. @ 
Niamid may potentiate sedatives, narcotics, hypnotics, analgesics, muscle relaxants, 
sympathomimetic agents, thiazide compounds and stimulants, including alcohol. Caution 
should be exercised when rauwolfia compounds and Niamid are administered simul- 
taneously. Rare instances have been reported of reactions (including atropine-like effects, 
and muscular rigidity) occurring when imipramine was administered during or shortly 
> after treatment with certain other drugs that inhibit monoamine oxidase. In Cardiology: 
—. The central effects of Niamid may encourage hyperactivity and the patient should be 
closely observed for any such manifestation. Orthostatic hypotension or hypertensive 
episodes occur in a few individuals; cardiac patients should be carefully selected and 
closely supervised. In Epilepsy: Although in some patients therapeutic benefits have 
been achieved with Niamid, in others the disease has been aggravated. Care should be 
exercised in the concomitant use of imipramine, since such treatment with monoamine 
oxidase inhibitors has been reported to aggravate the grand mal seizures. In Tuber- 
culosis: Existing data do not indicate whether resistance of M. tuberculosis to isoniazid 
eR. may be induced with Niamid therapy; nevertheless, it should be withheld in the de- 
a pressed patient with coexisting tuberculosis who may need isoniazid. @ As with all 
therapeutic agents excreted in part via the kidney, due caution in adjusting dosage in 
patients with impaired renal function should be observed. Supplied: Niamid (Niala- 
mide) Tablets, 25 mg.: 100’s—pink, scored tablets; 100 mg.: 100’s — orange, scored 
tablets. / More detailed professional information available on request, 
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helps. or tiypertertsive patient’ ‘slow de 
controls the agitation and tension that aggravat 
vand | helps him get.to sleep more easily m relatively’ fr 
when long-term or adjunctive therapy is i 


cna the most effective dosage is 20 mgt tid, In those | 
be taken one before fetiring. 


hn ‘Alleviation of Stre 
SCHERING CO. 


ne cu mg. tablet’ twice daily) to.as high as 80 mg: daily, 
patients who have difficulty sleeping, the last tablet should 
supply: TINDAL Tablets, 20. bottles of 100 and-1000 
(1) Hirshleifer, | Adjungtive therapy cat the wee Scientific Symposium, Connectici Acad 
+ ord, Conn, March 1961. | Frohman, 1.-P.: in the rly Cardiac. Patient, ibid. (3) Kent, | nageme 2 
YOUR CARDIOVASCULAR PATI ENT WHEN YOU HAVE T0 SAY 4 
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master C 


Master craftsmanship, traditional with RAMSES for almost a half century, stands 
behind the superb quality of every RAMSES Diaphragm—both the regular and the 
new BENDEX, an arc-ing spring diaphragm. 

Quality and design make these RAMSES Diaphragms first choice of your women 
patients who appreciate elegance and comfort, along with known reliability. 


Feamses BENDEX* 
Flexible Cushioned Flexible Cushioned 
Diaphragm Diaphragm 


The regular RAMSES Diaphragm, suitable for most For those women who prefer or require an arc-ing 
women, is constructed of pure gum rubber, witha _ type diaphragm, the new RAMSES BENDEX em- 
dome that is unusually light and velvet smooth. bodies the superior features of the regular RAMSES 
The rim, encased in soft rubber, is flexible in all plus the very best hinge mechanism contained in 
planes, permitting complete freedom of motion. any arc-ing diaphragm. 


RAMSES “TUK-A-WAY”® Kit #701 — Designed like a fine accessory, this complete unit contains 
regular RAMSES Diaphragm 50 to 95 mm., with Introducer and 3 oz. tube RAMSES Vaginal Jelly. 
RAMSES “TUK-A-WAY” Kit #703—The same complete BENDEX unit minus Introducer (not 
required with arc-ing diaphragm). Sizes 65 to 90 mm. 


ames" 10-HOUR Vag inal J elly *Active agent, dodecaethyleneglycol monolaurete 5% in a 
specifically for use base of long-lasting barrier effectiveness. 


RAMSES, BENDEX and “TUK-A-WAY™ are registered 
with Ramses Diaphragms trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
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AFTER HOURS 


No man is really happy or safe without a hobby, and it makes precious little 
difference what the outside interest may be—botany, beetles or butterflies, 
roses, tulips or irises; fishing, mountaineering or antiquities—anything will 
do so long as he straddles a hobby and rides it hard.—Sir William Osler 


@ For the past eight 
years Dr. Joseph Fair- 
banks of Hamilton, 
Ohio, has played golf 
for relaxation. He is a 
two-time winner of the 
annual tournament 
sponsored by his coun- 
ty medical society. 

In evaluating the recreational benefits of this 
sport, the doctor makes these observations: 

“Golf is an activity which can be absorbing, a 
thing so necessary for a change of pace. The 
physical exertion involved is also relaxing and if 
done regularly, healthful. 

“Golf offers me the opportunity for recreation 
with my colleagues or in solitude, if mood so 
indicates. 

“I think it is essential to a balanced life to be 
able to ‘get away from it all.’ This should be done 
with great regularity and without any guilt to 
dampen the benefits to be derived. Everyone needs 
a retreat, a place to go, to maintain equilibrium 
emotionally. It matters little whether it is golf or 
bridge or bird watching, just so long as one can 
‘come back’ refreshed and able to take up respon- 
sibilities with less reluctance.” 


» Dr. J. E. Eckdale of Marshall, Minnesota, 


raises and rides horses, a hobby he has pursured 
for the past five years. 
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“It’s a good outdoor activity,” he says, “and 
something the whole family enjoys.” He recom- 
mends it to other physicians because of its family 
value. “It is an excellent way for younger city 
children to get acquainted with the facts of life. 
There is nothing cuter or more entertaining than 
a small colt. Two hours of riding or caring for 
the horses is equal, in my estimation, to two days 
spent in a hotel in a busy, bustling city.” 


eG. W. Clifford, 
M.D., of Alexandria, 
Minnesota, took up 
fishing for relaxation 
five years ago and high- 
ly recommends the 
sport to fellow physi- 
cians. It’s a sport which 
can be followed the 
year round and be 
satisfactorily pursued during periods as short as 
one or two hours. 

“It’s relaxing and challenging,” says Dr. Clif- 
ford. “And it doesn’t have to be an all-day affair, 
as many people seem to think. You can keep your 
equipment and extra clothes in the back of your 
car. 
“With a little planning you can get some fishing 
in on the average day. After an hour or so of 
fishing you are ready for work again, with a re- 
laxed attitude and loss of fatigue.” 
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In most cases where lethargy 

and fatigue are a problem— 

in menopause, senility, 
convalescence, oversedation, and 
mild depression, for example — 
the gentle stimulant action of 
Ritalin safely restores normal 
physical and mental activity. 
Summarizing the results of 
therapy with Ritalin in 89 
patients who were either 
chronically ill, convalescing, 
depressed, or oversedated, 
Natenshon* states: “They were 
alert, fatigue disappeared, and they 
could go all day without tiring.” 
SUPPLIED Tablets, 5 mg. 

(pale yellow), 10 mg. (light blue), 
20 mg. (peach colored). 

For complete information about 
Ritalin (including dosage, cautions, 
and side effects), see 1961 
Physicians’ Desk Reference or 
write CIBA, Summit, N. J. 
RITALIN® hydrochloride 
(methylphenidate hydrochloride 
CIBA) 


*Natenshon, A. L.: Dis. Nerv. 
System 17:392 (Dec.) 1956. 


she'll be 
active again on 


for lethargic patients 


C I B A Summit,N. 5. 


in 


brand of bisacodyl 


tablets and suppositories 


the laxative 


The extensive bibliography* on Dulcolax, amounting | 
to almost 100 clinical reports, strongly affirms its 
Clinical advantages. 


induces Natural Evacuation 

The action of Dulcolax is based on simple reflex pro- 
duction of large bowel peristalsis on contact with the 
colonic mucosa. As a result, stools are usually soft 
and well formed and purgation is avoided. 


Predictable Action 

With Dulcolax tablets action is almost invariably ob- 
tained overnight...with suppositories action occurs 
within the hour. 


Duicolax is as well adapted to preparation for radio- 
graphic and operative procedures as it is to the treat- 
ment of constipation. 


*Detailed literature, including complete bibliography, 
available on request. 


Dulcolax®, brand of bisacodyl: Tablets of 5 mg. and 
suppositories of 10 mg. Under license from C. H. 
Boehringer Sohn, Ingelheim. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York DU 568-60 Gag 
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no more 


therapeutic 


DIGITALINE 


original crystalline digitoxin 


NATIVELLE 


You will find that Digitaline Nativelle, the original crystalline digitoxin, provides exactly 
the balanced, controlled maintenance dose you want for your cardiac patient. Its duration 
of activity is neither too short nor unduly prolonged, well suited to daily maintenance 
therapy. Its complete absorption and purity assure uniform potency, precision of dosage, 
total utilization and effectiveness. A product of Nativelle, Inc. 


Same «SE. Fougera & Company, Inc., Hicksville, Long Island, N. Y. 


after initial digitalization... 
a lifetime of balanced 


controlled maintenance therapy 
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When “a couple of aspirins” may not be enough 
and a narcotic is too much 


New Excedrin, from Bristol-Myers, is a formula of anal- 
gesic potency pertinent to the needs of patients suffering from 
moderate-degree pain such as headache, arthritis, muscle 
strain, severe colds, sinus congestion and dysmenorrhea. 


The extra-strength analgesia of EXCEDRIN 1s coupled with 
a high degree of tolerance, thus permitting its use for pro- 
longed therapy. Each 7)4-gr. tablet of Excedrin contains 
salicylamide, aspirin, acetophenetidin and caffeine. 


Excedrin 


New From Bristol-Myers 
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| 
WEADACHE « ARTHRIT 
IMUSITIS COLDS - TOOTHAC® 
WERSTRUAL POR 


,inhibition of sperm 
migration is the point of 

CONtraceptive chemical 

whichis used without 

a diaphragm.” 


TrapPED simple, effective conception control 


the viable, highly motile 


sperm becomes non- without an occlusive device 


reproductive the instant 
it contacts the outer rim 


Low pregnancy rates obtained’ with IMMOLIN Vaginal 


Cream-Jel as sole contraceptive. No failures occurred in 311 
patient-months in a clinical study still under way.? Recent digest of 
four other interim studies (over 1800 patient-months) reports 
only 3 pregnancies due to product failure. Two completed studies 
(5146 patient-months) reveal the extremely low pregnancy rates 

of 2.01* and 3.2' per hundred woman-years of exposure. 


“There has been good [patient] acceptance .. .”? 
IMMOLIN’s dry consistency eliminates the usual complaints of 
overlubrication. IMMOLIN stays put, won’t leak; it is non-messy, 
snowy-white and completely odorless. These advantages, plus 
simplicity of application, enhance motivation for consistent use. 


A wae ae D Supplied: #900 Package—75 gram tube with improved measured-dose 
—the dead sperm applicator and attractive zippered plastic case. 


is trapped inside the | *905 Package— 75 gram tube only. 


IMMOLIN Cream-Jel References: 1. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 
matrix. 78:657 (Sept.) 1959. 2. Marcus, S.: J. Am. M. Women’s A. 16:383 (May) 1961. 
3. Schmid Gynecologic Notes, a digest of interim clinical studies, Vol. 1, No. 1, October, 
1960. 4. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


7 JULIUS SCHMID, INC. 423 West ssth Street, New York 19, N. Y. 
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WHY ACID MANTLE? 


* Supplied: in Creme and Lotion (pH 4.6). 


A DISTINCT THERAPEUTIC ENTITY * 
Restores and maintains skin's normal protective acidity — 

speeds natural healing and helps sensitive skin resist irritants and infection. 
A NOTABLE VEHICLE 


Special water-miscible, evaporable base assures better dispersion, 
greater concentration of active ingredients in contact with skin— 
increases response through its own therapeutic action. 


help i insure improvement-without Setbacks 


Creme « Lotion (pH 4.6) 


micfo-dispersed hydrocortisone alcohol in Acid Mantie® for economical long-term therapy 

% 
IMPROVED PROCESS PERMITS BFFICIENT DOSAGE REDUCTION Once the der- 

matosis is brought under controi with higher steroid concentrations, new4e% Cort-Dome, 

potentiated by the miefo-dispersion. of hydrocortisone in its Acid Mantle Vehicle, can p I a 
insure therapeutic suceess—with less likelihgod of flare-ups—~unti! | the skin's natura! defenses 
are restored. The markedly lower cost of 4% Cort-Dome add§ assurance that the patient will 
continue herapy as directed. 
CORT-DOME ~Tatlozed Steroid Topicals For individualized therap y.and.unique versa- 
tility: in of dermatologi probletts @t reasonable cost, Cort-Dome.is m a 
wide choice of contentfations: 2%, 1%; @nd 42% to initials therapy: %%.and new fo: 
therapy. When infection is@ consideration, Neo-Cort-Do me@*. provides neomycin 
sulfate 5 mg./Gin, In the same formulations at no extra cost. 


TiC | low-cost steroid topicals 
DOME 
SS & CH ICALS INC 
v York 23, New Yor 


the first complete 
physiologic regulator of 
Female cyclic function 


ENOVID 


(BRAND OF NORETHYNOOREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER) 

The basic action 

Enovip closely mimics the balanced proges- 
tational-estrogenic action of the functioning 
corpus luteum. This action is readily under- 
stood by a simple comparison. In effect, ENovip 
induces a physiologic state which simulates 
early pregnancy—except that there is no pla- 
centa or fetus. Thus, as in pregnancy, the pro- 
duction or release of pituitary gonadotropin 
is inhibited and ovulation suspended; a pseu- 
dodecidual endometrium (“‘pseudo” because 
neither placenta nor fetus is present) is induced 
and maintained. Further, during ENovip ther- 
apy, certain symptoms typical of normal preg- 
nancy may be noted in some patients, such as 
nausea—which is usually mild and disappears 
spontaneously within a few days—breast en- 
gorgement, some degree of fluid retention, and 
often a marked sense of well-being. There is 
no androgenicity. ENovip is as safe as the 
normal state of pregnancy. 

The basic applications 

1. Correction of menstrual dysfunction. 
Cyclic therapy with ENovip controls dysfunc- 
tional uterine bleeding (menorrhagia, metror- 
rhagia) and often establishes a normal men- 
strual cycle in amenorrhea. 


2. Ovulation suppression (to suspend 
fertility), For this purpose Enovip is admin- 
istered cyclically, beginning on day 5 through 
day 24 (20 daily doses). The ovary remains 
in a state of physiologic rest and there is no 
impairment of subsequent fertility. 


3. Postponement of the menses for rea- 
sons of health (impending hospitalization for 
surgery, during treatment of Bartholin’s gland 
cysts, acute urethritis, rectal abscess, vaginitis) , 
travel, forthcoming marriage, or pressing busi- 
ness or professional engagements. 


4. Threatened abortion. Continuous 
ENovip treatment provides balanced hormonal 


support for the endometrium in threatened or 
habitual abortion. 


5. Endocrine infertility, ENovip has been 
used successfully in cyclic therapy of endocrine 
infertility, promoting subsequent pregnancy 
through a probable “rebound” phenomenon. 


6. Endometriosis. Continuous therapy with 
ENovip corrects endometriosis by producing a 


pseudodecidual reaction with subsequent ab- 
sorption of aberrant endometrial tissue. 

The basic dosage 

Basic dosage of ENovin is 5 mg. daily iD 
cyclic therapy, beginning on day 5 through 
day 24 (20 daily doses). Higher doses may 
be used with complete safety to prevent or con- 
trol occasional “spotting” or breakthrough 
bleeding during ENovip therapy, or for rapid 
effect in emergency treatment of dysfunctional 
bleeding and threatened abortion. ENovip is 
available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering over five years of 
intensive clinical study, available on request. 


Research in the Service of Medicine 


From the beginning, woman has been a vassal to the temporal demands—and frequently the 
aberrations—of the cyclic mechanism of her reproductive system. Now, to a degree heretofore 
unknown, she is permitted normalization, enhancement, or suspension of cyclic function and 
procreative potential. This new physiologic control is symbolized in an illustration borrowed 
from ancient Greek mythology—Andromeda freed from her chains. 
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MODERN MEDICINALS 


These brief résumés of essential information on the newer medicinals, 


which are not yet listed in the various reference books, can be pasted on 


file cards, This file can be kept by the physician for ready reference. 


Algic-S.A., Spencer 

INDICATIONS: Antihistaminic, tranquilizer and 
decongestant in sustained action form. 

DEscRIPTION: Each tablet contains chlorphe- 
niramine maleate, 6 mgm.; phenyltoloxamine di- 
hydrogen citrate, 100 mgm.; and racephedrine 
HCl, 60 mgm. 

DosaGeE: One tablet provides eight to ten hours 
of relief for the allergic patient. 

Supp.y: Bottles of fifty. 


Alphosy! Lubricating Cream, Reed & Carnrick 
INDICATIONS: For topical therapy of psoriasis. 
DESCRIPTION: New form of Alphosyl, contain- 

ing allantoin, 2% and a special coal tar extract, 

5%, in a special base. 

DosaGE: Rub into lesions two to four times 
daily, or as required. 
SuppLy: Sixty Gms. tubes. 


Alucen Tablets, Central 
INDICATIONS: For treatment of peptic ulcer 
and hyperacidity caused by nervous stomach. 
DESCRIPTION: Each chewable tablet contains 
methscopolamine nitrate, | mgm.; and aluminum 
hydroxide-magnesium carbonate, 380 mgm. 
DosaGE: One, or two, tablets after meals and 
at bedtime. 
SuppLy: Bottles of one hundred. 


Azalone Ophthalmic, Smith, Miller & Patch 
INDICATIONS: Antihistamine for the treatment 
of conjunctivitis. 
DEscRIPTION: Antazoline phosphate, 0.5% 
boric acid, 1.2%, in a sterile isotonic base. 
DosaGE: One, or two, drops in eye two, or 
three, times daily. 
Suppty: Fifteen cc. plastic squeeze bottles. 


(VOL. 89, NO. 9) SEPTEMBER 1961! 


Capla, Wallace 

INDICATIONS: For the treatment of hyperten- 
sion, either alone in mild cases, or with diuretics, 
or peripherally acting hypotensive agents in more 
severe cases. 

DEscRIPTION: Each tablet contains mebuta- 
mate, 300 mgms. 

DosaGE: One 300 mgm. tablet three, or four, 
times daily, before meals and at bedtime. Dosage 
should be adjusted to individual response; older 
patients may require lower dosage. 

Suppty: Bottles of one hundred. 


Chel Iron-112, Kinney 

INDICATIONS: Hematinic. 

DESCRIPTION: Contains ferrocholinate (Chel- 
Iron) equivalent to 50 mgms. elemental iron, with 
10 mgms. thiamine HCl and 25 mcg. cobalamin 
concentrate (vitamin B,, activity). 

DosaGe: Infants and children under six — 
usually one-half to two teaspoonfuls daily; chil- 
dren six and older—one teaspoonful two, or three, 
times daily; adults—usually one, or two, teaspoon- 
fuls two, or three, times daily. For prophylaxis 
in infants and children up to six years — one- 
quarter to one-half teaspoonful daily; in older 
children and adults — one to two teaspoonfuls 
daily. 

Suppty: Bottles of four ounces. 


Cluvisol Chew Tablets, Ayerst 
INDICATIONS: For children lacking in vitamin- 
mineral deficiency in children. 
DESCRIPTION: Flavored tablet containing es- 
sential vitamins plus trace minerals. 
DosaGE: One chew tablet daily. 
Supp.y: Bottles of fifty. 
' Continued on page 72a 
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Three of these women have vaginitis (trichomonal, monilial 
or mixed). Only comprehensive therapy can reach all three. 


For every 2 cases of vaginitis caused by Trichomonas vaginalis alone, there is usually 1 case caused by 
Candida (Monilia) albicans, Haemophilus vaginalis, or mixed infection involving several pathogens.1-* 
You can reach all of these vaginitis patients with the comprehensive vaginal preparation effective against 
C. albicans, H. vaginalis and other bacterial pathogens, in addition to T. vaginalis. 


1. Powner for weekly application in your office: Furoxone® (furazolidone) 0.1% and Micorur® (nifuroxime) 0.5%, in an acidic water- 
dispersible base. 15 Gm. plastic squeeze bottle. 2. Suppostrories for continued home use: first week 1 in the morning and 1 on retiring. 
After first week, 1 at night may suffice. Continue treatment during menses and throughout menstrual cycle and for several days there- 
after. Contain Micorur 0.375% and Furoxone 0.25% in a water-miscible base. Boxes of 12 or 24 suppositories with applicator. 


@ 1.Coolidge,C. W.; Glisson,C.5S.,Jr.,and Smith, A.A.:J.M.A.Georgia 
48:167 (Apr.) 1959. 2.Ensey, J.E.:Am.J. Obst. & Gynec. 77:155 (Jan.) 1959. 
RIC UR 3.Frech, H.C.,and Lanier, L.R., Jr.:J.M.A. Georgia 47:498 (Oct.) 1958. 
EATON LABORATORIES ® 
Division of The Norwich Pharmacal Company & 
| NORWICH, NEW YORK 
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ANNOUNCING 


A new drug that works in a new way 
to control blood pressure 
without serious side effects 


CAPLA 
CENTRAL ACTING PRESSURE LOWERING AGENT _ 


CAPLA 


(mebutamate, Wallace) 
CENTRAL ACTING PRESSURE LOWERING AGENT 


Capla is a new kind of drug to treat 
hypertension. Chemically, Capla is 
2-methyl-2-sec-butyl-1, 3-propane- 
diol dicarbamate. It is unrelated 
chemically to any other antihyper- 
tensive agent. Capla does not block 


ganglia, reduce blood volume or in- 
G apla act S terfere with neurohormonal balance. 


centrally at New therapy 


for hypertension 


the brainstem Because of its action at the brain- 


stem vasomotor control center, 
Capla is a new therapy for hyperten- 
vasomotor center sion. It is effective alone in the treat- 
ment of mild to moderate hyper- 
Reduces blood pressure by central action; | *ension, and can be combined with 


is not a ganglionic blocker . uretics or peripherally acting an 
ypertensives in more severe cases. 


Exceptionally 

well tolerated 
Capla acts rapidly, producing sub- 
stantial blood pressure reduction 
within two hours, yet it does not 
produce postural hypotension. It 
has proved exceptionally well tol- 
erated in clinical use and has no 
known contraindications. Capla has 
not produced changes in renal, hem- 
atological, hepatic or endocrine func- 
tion. It is rapidly eliminated and has 
no cumulative effects. 
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Controls 

blood pressure 
without serious 
side effects 


Capla does not produce depression, 
postural hypotension, nasal congestion 
or gastric hyperacidity 


CENTRAL ACTING PRESSURE LOWERING AGENT 


CAPLA 


(mebutamate, Wallace) 


Capla helps minimize one of the 
most difficult problems of hyperten- 
sion therapy — unwanted and often 
serious side effects. 

With Capla you have effective 
therapy without the unpleasant 
side effects which often cause pa- 
tients to abandon treatment. 

Side effects with Capla, when they 
do occur, are mild and usually tran- 
sient. Transient drowsiness some- 
times occurs, usually at higher dos- 
age. 


Mild calming effect 


Patients on Capla often report a 
mild calming effect. This effect, to- 
gether with the unusual freedom 
from serious side effects, makes ther- 
apy gratifying for both the patient 
and the physician. 


Compatible 
with other drugs 
Hypertensive patients with other 
disorders can receive Capla along 
with other medications. 

For example, patients with con- 
gestive heart failure, angina, and 
diabetes mellitus can receive Capla 
along with such medications as digi- 
talis, nitrates, and insulin—without 
aggravating these other disorders. 
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CAPLA 


(mebutamate, Wallace) 
CENTRAL ACTING PRESSURE LOWERING AGENT 


CLINICAL & PHARMACOLOGICAL REPORTS 
1. Berger, F. M., and Margolin, S.: A Centrally Acting Blood Pressure 


Lowering Agent (W-583). Fed. Proc. 20:113 (March) 1961. 2. Diamond, 
owers $., and Schwartz, M., Scientific Exhibit at Ili. State Med. Soc. Chi- 
cago, (May) 1961. 3. Douglas, J. F., Ludwig, B. J., Ginsberg, T. and 


Berger, F. M.: Studies on W-583 Metabolism. Fed. Proc. 20:113 
(March) 1961. 4. Duarte, C., Brest, A. N., Kodama, R., Naso, F., and 


Moyer, J. H.: Observations on the Antihypertensive Effectiveness of 
00 ressure a New Propanediol Dicarbamate (W-583). Curr. Ther. Res., 2:148-52 
(May) 1960. 5. DuChez, J. W., Scientific Exhibit at Amer. Academy 


of Gen. Practice, Miami, (April) 1961. 6. Kletzkin, M., and Berger, 
F. M.: A Centrally Acting Antipressor agent. Fed. Proc. 20:113 


: . (March) 1961. 7. Mulinos, M. G., Scientific Exhibit at Amer. Coll. 
e@ C6 1v@e@ 1n Card. New York, (May) 1961. 8. Mulinos, M. G., Saitefors, S., Boyd, 
L. J. and Cronk, G. A.: Human Pharmacology Studies with W-583. 
Fed. Proc. 20:113 (March) 1961. 9. Shubin, H., Scientific Exhibit, 
] ] 


Amer. Coll. Card. New York, (May) 1961. 


Average Reductions In Systolic And Diastolic Blood Pressure Reported With Capla 


(325 patients) 


mm/Hg MILD MODERATE SEVERE 
B.P. up to 180/100 B.P. from 180/100 to 210/115 B.P. over 210/115 


Before "Att Before After Before 
Usual dose, Capla 300 mg., q.i.d.—duration of therapy, 3 weeks to over 1 year. 


These data show that Capla reduces both systolic and diastolic blood pressure, usu- 
ally in proportion to initial pre-treatment elevations. 


DOSAGE: the recommended dose of Capla is 
one 300 mg. tablet three or four times daily, 


before meals and at bedtime. The dosage 
CAPLA should be adjusted to individual require- 
ments; for example, older patients may re- 
CENTRAL ACTING PRESSURE LOWERING AGENT quire lower dosage. 


e° Wallace Laboratories, COMPOSITION: each white, scored tablet 
Cranbury, New Jersey contains 300 mg. of Capla (mebutamate, 
Wallace). 
SUPPLIED: bottles of 100, scored tablets. 
Literature and samples to physicians on request. 
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TOPICAL STEROID NEWS: 
BREAKTHROUGH IN THERAPY 


In steroid responsive dermatoses you 
may prescribe new Panzalone Cream for 
rapid healing without concern about side 
effects and cost-to-patient, even when 
used on extensive areas for prolonged 
periods. 


2% CREAM 


PANZALON 


deita-5-hemisuccinoxypregnenolone*, DOAK 


BREAKTHROUGH IN THERAPY 


because the 2% concentration of Panzalone Cream 
helps assure quick relief of symptoms and more 
rapid healing of lesions, 

because Panzalone is a new and fundamentally 
different steroid for topical application; it is non- 
corticoid and thus cannot produce corticoid side 
effects and 

because cost-to-patient of an Rx for Panzalone 
Cream, reflecting the economies in synthesis of 
this new steroid, will be less than 42 the average 
for comparable topical steroid creams. 

Panzalone Cream is applied 3-4 times a day, supplied as 
15 Gram (2 02.) tubes. Each gram of water washable cream 
contains 20 mg. of delta-5-hemisuccinoxypregnenolone 
(A5-pregnen-3(8)-hemisuccinoxy-20-one), DOAK with 
Buro-Sol®, DOAK (equivalent to 3.38 mg. aluminum acetate), 


pH 5.5. Distributed in Canada by Trans-Canada Pharmacal 
Co., Montreal, P. Q. *PATENT PENDING 


DOAK Pharmacal Co., Inc., New York 16, N.Y. 
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Continued from page 69a 


Coryz A.T., Marion 

INDICATIONS: For coughs associated with colds, 
bronchitis, laryngitis pharyngitis tracheitis, per- 
tussis, influenza, measles, etc. 

DESCRIPTION: Contains noscapine, 30 mgms.; 
glyceryl guaiacolate, 50 mgms.; alcohol, 4%. 

DosaGe: Adults—One teaspoonful every three 
to four hours; Children—(six to twelve) one tea- 
spoonful every four to six hours; (one to six) 
one-half teaspoonful every four to six hours; (less 
than one year) one-fourth teaspoonful every four 
to six hours. 

Suppty: Eight ounces. 


Heb-Cort N %4% Cream, Barnes-Hind 

INDICATIONS: New dosage form for the topi- 
cal treatment of allergic dermatoses, neuroder- 
matitis, pruritus, infantile dermatitis, atopic der- 
matitis, and other non-specific dermatologic dis- 
orders. 

DESCRIPTION: Hydrocortisone alcohol, U.S.P., 
4% % and neomycin sulfate, U.S.P., 5 mgm./gm. 
(equivalent to 3.5 mgm./gm. Neomycin Base) in 
Heb base. 

Dosace: Apply gently two, or three, times a 
day after cleansing the affected areas. 

SuppLy: Two-ounce jar. 


Heb-Cort V %4% Cream, Barnes-Hind 

INDICATIONS: New dosage form for the topical 
treatment of allergic dermatoses, neurodermatitis, 
pruritus, infantile dermatitis, atopic dermatitis, 
and other non-specific dermatologic disorders. 

DEscRIPTION: Hydrocortisone alcohol, U.S.P., 
Y%% and iodochlorhydroxquin, U.S.P., 3% in 
Heb base. 

DosaGeE: Apply two, or three, times a day after 
cleansing the affected areas. 

SupPpLy: Two-ounce jar. 


Librium Injectable, Roche 

INDICATIONS: For the treatment of acute agita- 
tion and hyperactivity associated with alcoholism, 
anxiety and tension, hysterical and panic states, 
psychoses and drug withdrawal symptoms. 

DESCRIPTION: Contains 100 mgms. Librium 
Hydrochloride in dry-filled ampul and 2 cc. of 
special intramuscular diluent. 

DosaGE: Generally, 50 to 100 mgms; not more 
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than 300 mgms. should be given during a six-hour 
period. Oral—Adults: (mild to moderate anxiety 
and tension), 5 mg. or 10 mg., three, or four, 
times daily; (Severe anxiety and tension), 20 mg. 
or 25 mg., three, or four, times daily; children: 
5 mg., two to four times daily. 

SuppLy: Boxes of six and twenty-five. 


LE 60/40 TM, Ross 
INDICATIONS: Satisfies the nutritional needs for 
infant growth and development, and for infants 
with border-line metabolic adequacy. 
DESCRIPTION: Low electrolyte, high lactalbumin 
formula. Contains all known essential vitamins. 
DosacE: As indicated. 
SuppLy: One-pound cans. 


Metaphor Ointment, Borden 

INDICATIONS: For the relief of irritation, pain 
and itching of minor skin disorders. 

DESCRIPTION: Contains protein hydrolysate 
with methiodine and benzethonium chloride in an 
emollient water-washable base. 

DosaGE: Topically to affected areas several 
times daily. 

SuppLy: One and one-half ounce tube. 


Methaseptic Powder, Borden 

INDICATIONS: A topical bacteriostatic deodor- 
ant, for acute dermatitis, exudative and chronic 
eczema. 

DESCRIPTION: A 2.6 Gm. packet when recon- 
stituted contains 0.25% zinc lactate, 0.25% 
methionine and 1-2000 benzethonium chloride. 

DosaGE: Dissolve contents of one envelop in 
a pint of cool water, soak towel and apply to 
affected areas as compress. 

Supp.Ly: Packages of twelve. 


Mylanta, Stuart 

INDICATIONS: For gastric distress due to hy- 
peracidity and gas entrapment. 

DEscrRIPTION: Each tablet, or 5 cc. of liquid, 
contains magnesium hydroxide, 200 mgms.; alu- 
minum hydroxide, 200 mgms.; methylpolysiloxane 
(activated), 20 mgms. - 

DosaGE: One, or two, tablets (or teaspoon- 
fuls). 

Supp.y: Liquid, Twelve ounces; Tablets, 100. 


Concluded on page 78a 
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Better control of seizures, plus the emotional 
support of “physician-educated” parents, 

can greatly aid the child with epilepsy to prepare 
for normal social relationships—before she 
starts school. 

Mebaral offers highly effective control of 

most types of epilepsy, especially major motor 
seizures in children. It reduces the number 

and severity of seizures— without producing 
sedative daze or lowcring learning capacity. 
Mebaral is unsurpassed in safety. It is one of 
the best tolerated and “...least upsetting of all 
forms of therapy”! for epilepsy. Even when 
used repeatedly year after year, Mebaral rarely 
produces toxic reactions or ill effects. 
Mebroin®, a synergistic combination of Mebaral 
and diphenylhydantoin, provides maximal 
control of seizures with minimal toxicity. Side 
effects are infrequent. Each relatively tasteless 
tablet combines 90 mg. of Mebaral with 

60 mg. of diphenylhydantoin. 

1. Robertson, E. G.: Postgrad. Med. 25:31, 

Jan., 1959. 
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For epilepsy at any age 


Mebaral 


Brand of mephobarbital 


Mebaral dosage: Children under 5 years, from 
16 to 32 mg. (% to % grain) three or four 
times daily; over 5 years, from 32 to 64 mg. 

(4 to,1 grain) three or four times daily. Adults, 
from 400 to 600 mg. (6 to 9 grains) daily. 
Mebroin dosage: Children under 6 years, 

Y2 tablet once or twice daily; over 6 years, 

1 tablet two or three times daily. Adults, 1 or 

2 tablets three times daily (average dosage). 

How Supplied: Mebaral tasteless tablets of 

200 mg. (3 grains), 100 mg. (14% grains), 50 mg. 
(% grain), and 32 mg. (2 grain), bottles 

of 100. Mebroin virtually tasteless tablets, 
bottles of 100 tablets. 


(| LABORATORIES 
New York 18, N. Y. 


Equilibrium for the epileptic 
| Epueptc | 
| The 


First Choice 


for safety, effectiveness and dependability” 


IN ACUTE AND CHRONIC 


RECENT PROOF OF CLINICAL EFFECTIVENESS OF URISED 


No. of Per cent of 
Author ‘ ; Patients Satisfactory Side Effects 


Treated Response. 
we 


Sands! (Trigoritis) 83 83.2 


One 
(mild rash). 
Haas & Kay? (Acute and Chronic * 

Urinary Infections) 50 97 None 
Renner,? et al. (Common Urinary ; 

Infections) 50 96 None. 
Marshall‘ (Cystitis) 100 80 None 
Strauss$ (Urinary Infections in 

the Aged) 


50 72 None 
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URINARY TRACT INFECTIONS 


URISED. 


Urised rapidly provides soothing relief and combats infec- 


tion along the entire urinary tract. Effective in 80% to 
90% of urinary tract infections,’° Urised establishes free 
urinary flow, thus overcomes urinary retention, stagnation 
and consequent bacterial growth. Urised contains no anti- 
biotics or sulfonamides, causes no renal damage, crystal- 
luria, or blood dyscrasias. It is effective in acid or alkaline 
urine, and reduces need for extensive laboratory work. 


Each Urised Tablet Contains: 
Atropine Sulfate Hyoscyamine....... gr. 
With Methenamine, Methylene Biue, Benzoic acid, Salol and Gelsemium. 


Indications: 
Soothing, urinary ant t ti odic for rapid relief of pain, urgency, dysuria and 
frequency. Clinically safe and effective for treatment of acute or chronic cystitis, ure- 
thritis, pyelitis, pyelonephritis, prostatitis and ureteritis. 


Adults: 


2 tablets q.i.d. with full glass of water. Acute Cases: Start with 2 tablets every hour for 
three doses. 


Bottles of 100, 1000 and 2000 tablets. 


(1) Sands, R. X.: Trigonitis during Pregnancy: A Method of Treatment, New York St. J. 
Med. 61:2595-2602, 1961; (2) Haas, Jr., J., and Kay, L. L.: Management of Urinary 
Tract Infections, Southwest. Med. 42:30-32, 1961; (3) Renner, M. J., et al.: Urinary 
Tract Infections. Treatment with Antiseptic-Antispasmodic Agent, Hosp. Topics 39:71- 
73, 1961; (4) Marshall, W.: Treatment of Cystitis in General Practice. Clin. Med. 7:499- 
502, 1960; (5) Strauss, B.: Treatment of Urinary Tract Infections in the Elderly. Clin. 
Med. 4:307-310, 1957. 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Avenue, Chicago 40, Illinois 
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why use nose drops? 


‘SUDAFED?’ acts systemically to relieve 
stuffy noses... and dilate the bronchi. 


Pseudoephedrine Hydrochloride 


TABLETS DODOO 


for nasal and respiratory decongestion 


® Quick relief — 15 to 30 minutes 

® Gentle, prolonged action — 4 to 6 hours 
® Seldom causes central stimulation 
Dosage: adults—60 mg., 3 or 4 times daily 


children (4 mos. to 6 yrs.) —30 mg., 3 or 4 times daily 
infants up to 4 mos. of age—15 mg., 3 or 4 times daily 


Supply: ‘SUDAFED’ brand Pseudoephedrine Hydrochloride 
Tablets—30 mg. sugar-coated, 60 mg. scored 


Syrup—30 mg. per 5 cc. teaspoonful 


Precaution: Although pseudoephedrine causes 
virtually no pressor effect in normotensive patients, 
it should be used with caution in hypertensives. 


Beas Complete literature available on request. 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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With Somacort to relax muscles and relieve pain, 
tender joints need less steroid to reduce inflammation 


Somacort is a safe, logical step-up in treatment 
during the rough days when your patients need 


more than salicylates to keep comfortable and 


active. 

Soma, by itself, benefits many arthritics by 
relieving the muscle spasm and pain which arise 
from joint inflammation’. Thus with Somacort, 
which combines Soma with prednisolone, the 


Recommended dosage: 1 or 
2 tablets q.i.d. (Each tablet 
contains 350 mg. cariso- 
prodol, 2mg. prednisolone) 


amount of steroid needed to control inflamma- 

tion can be kept within more conservative limits. 
Somacort is well tolerated even when used for 

long-term therapy in more serious cases. 


1. Wein, A. B.; The Use of Carisoprodol (Soma) in Orthopedic Surgery 
and Rehabilitation, Miller, James G., ed., Wayne State University 
Press. Detroit, Michigan, 1959. 


‘ 


Concluded from page 72a 


Phazyme w/Phenobarbital, Reed & Carnrick 

INDICATIONS: For the relief of discomfort due 
to gastrointestinal gas. 

DEscrIPTION: Each two-phase tablet contains 
in the outer layer for release in the stomach, 
pepsin, N.F. 100 mg., diastase 25 mg., specially 
activated dimethyl polysiloxane 20 mgms. and 
phenobarbital, 15 mgms.; and in the inner core 
for release in the duodenum, pancreatin, N.F. 240 
mgms. and specially activated dimethyl poly- 
siloxane 40 mgms. 

DosaGcE: One tablet with meals and upon 
retiring. 

Suppty: Bottles of fifty. 


Pyrroxate Tablets, Upjohn 

INDICATIONS: Symptomatic relief in allergic 
rhinitis and in the common cold. New dosage 
form. 

DESCRIPTION: Each tablet contains chlorpheni- 
ramine maleate, 2 mgms.; orthoxine (methoxy- 
phenamine) HCl, 25 mg.; acetophenetidin, 21% 
grs.; acetylsalicyclic acid, 3% grs.; and caffeine, 
Y gr. 

DosaGce: One tablet every four hours. Not 
more than four tablets should be taken in twenty- 
four hours, unless directed by physician. 

SuppLy: Twelve tablets. 


Reactrol, Tailby-Nason 

INDICATIONS: For the management of allergic 
and pruritic conditions, 

DEscRIPTION: Each tablet contains clemizole 
HCI, 20 mgms. 

DosacE: Children three to six years: one-half 
to two tablets daily in divided doses; Children 
over six years: one to three tablets daily in di- 
vided doses; Adults: two to eight tablets daily in 
divided doses. 

Supp ty: Bottles of sixty. 


Tempotriad, Smith, Miller & Patch 

INDICATIONS: To increase efficiency, counteract 
sleepiness, elevate mood, relieve depression and 
produce a sense of well-being. 

DEscRIPTION: Each tablet, or 5 cc. of liquid, 
contains: d-amphetamine sulfate, 2.5 mg.; pen- 
tylenetetrazol, 100 mg.; caffeine anhydrous, 100 
mgms. 


78a 


Dosace: Adults—one, or two tablets (or one, 
or two, teaspoonfuls) daily. Should not be taken 
in late afternoon, or evening, as this may interfere 
with sleep. 

Supp.Ly: Liquid, four ounces; Tablets, fifty. 


Texacort Lotion 50, Texas 

INDICATIONS: For topical maintenance therapy 
of infantile eczema, atopic dermatitis, and other 
eczematous eruptions. 

DEscrRIPTION: 0.5% hydrocortisone alcohol in 
a nonionic oil-in-water emulsion base at a pH of 
4.6. 

DosaGE: Apply three, or four times daily. 

SuppLy: Two-ounce glass bottles. 


Vasocon-A Ophthalmic, Smith, Miller & Patch 
INDICATIONS: Decongestant antihistamine. 
DEscRIPTION: Each cc. contains Vasocon 

0.05%, Anzalone, 0.5% boric acid, U.S.P., 

1.2%, sodium carbonate anhydrous, sodium chlo- 

ride, phenylmercuric acetate (preservative) 

0.002%. 

DosaGeE: Instill one, or two, drops in each eye 
every three, or four, hours. 
Suppty: 15 cc. 


Vasocon Ophthalmic, Smith, Miller & Patch 

INDICATIONS: Decongestant and vasocon- 
strictor. 

DEscRIPTION: Each cc. contains naphazoline 
hydrochloride, 0.1%; boric acid U.S.P. 1.2%; 
sodium chloride, sodium carbonate anhydrous, 
phenylmercuric acetate (preservative) 0.002%. 

DosaceE: Instill one to three drops in the con- 
junctival sac of affected eye. 

Supp.y: Fifteen cc. 


Vio-Dexose, Rowell 

INDICATIONS: For adjunctive therapy in cases 
of obesity requiring appetite control or mood 
elevation. Also for weight control during preg- 
nancy. 

DESCRIPTION: Contains dextroamphetamine, 
mephobarbital, dextrose and multivitamins. 

DosaGE: Four to six tablets daily. For children 
under twelve, the dosage according to the age and 
weight of the patient. 

Suppy: Boxes of one hundred. 
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LIPOPROTEIN-NUCLEIC ACID COMPLEX 


RETICULOSE HAS BEEN REPORTED TO BE SUCCESSFUL IN THE THERAPEUTIC MANAGEMENT OF: 
Herpetic diseases, 3, 5, encephalitis, 1, 2, 3, generalized vaccinia, 3, 4, 


_ infectious hepatitis, 3, influenza, Asian influenza, 3, upper respiratory 


viral infections, 3, infectious mononucleosis, 3, mumps orchitis, 2. 


Reticulose is nontoxic, free from anaphylactogenic properties, is miscible 
with tissue fluids and blood sera. It is an injectable product, administered 
intramuscularly, supplied in 2 cc. ampoules and is extremely stable. 


Dosage: acute; acute infection and seriously ill patient . . . one 2 cc. ampoule 
intramuscularly each 4 to 6 hours, reducing dosage as therapeutic response is 
established. ambulatory; in acute infection of ambulatory patient . . . one 2 cc. 
ampoule intramuscularly each 12 to 24 hours. subacute; in subacute infection... 
one 2 cc. ampoule intramuscularly daily. In children under five years of age... 
44 ampoule is recommended according to above schedule. Contraindications: 
In states of hypersensitization (severe allergies, etc.). Active tuberculosis. 


Bibliography: 1. Anderson, R. H., Thompson, R. M., Treatment of Viral Syndromes, Va. 
Med. Mo. Vol. 84-347 353, 7-57. 2. Scientific Exhibit, Va. State Medical Soc., Washington, 
D.C. Oct. 1957. 3. Symposium Viral Diseases, Miami, Fla. September, 1960. 4. Reynolds, 
R. M., Vaccinia, Archives of Pediatrics, Vol. 77 No. 10 Oct. 1960. 5. Wegryn, S. R., Marks, 
Jr. R. A., Baugh, J. R., Herpes Gestationis, American Journal Ob. and Gyn.,Vol.79 Apr. 1960. 


Literature is available upon request. 


CHEMICO LABORATORIES, INC. 7250 N.E. FOURTH AVE., MIAMI, FLORIDA 
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new 


brand of 


a new development 


in nonhormonal, 
anti- -inflammatory 
herapy 


more specific than steroids— Remarkably useful in a wide variety of inflammatory 
Acts directly on the inflammatory lesion without conditions, including: rheumatoid arthritis, 
altering pituitary-adrenal function... spondylitis, gout':**; acute super- 
without impairing immunity responses.°'' ficial thrombophlebitis*’; painful shoulder 
(peritendinitis, capsulitis, bursitis, and acute arthritis 
more dependable than enzymes— of that joint)'*; severe forms of a variety 
Rapid and complete absorption, without the of local inflammatory conditions®*'°. 
uncertainty of oral or buccal enzyme therapy.° 
The physician should be thoroughiy familiar with the 
more potent than salicylates— dosage, side effects, precautions and contra- 
Anti-inflammatory potency of Tandearil indications of Tandearil before prescribing. Full 
markedly superior to aspirin. '? product information available on request. 


ound, tan, sugar-coated tablets of 100 mg. in Rousselot, L. Ma: Am. J. Suro. 97:429, 
ottles of 1190 and. 1000. . Summary of individual case h 
Geigy. 11, Domenjoz, Aan. N, 
Canad. M.A.J.: $2:1005 (May 14) 12. Smyth, ©. Ann, 
1, Pj Howell, D. S., and Kiem, L. 86-292, 1960. 
nat. 2:21, 1900. 3. O'Reilly 
righ M.A, 46:106, 7 sonnel), J. F 
selot, L. Am 93:31, 1959 
B., et al., in Contempor ary 
1968 5, 600, 6. Stein, 1.0 Geigy Pharmaceuticals 
Se. 66:307 (Ma ch 30) 1960, Division of Geigy Chemica! Corporation 
ee R&th, W.: Praxis 48:589, 1960, Ardstey, New York 
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HYPERTENSION 


PHYSICIANS PRESCRIBE 


= | 


CHLOROTHIAZIDE 


S more offen than any other diuretic 


“Since the chlorothiazide compares well 
in effectiveness with other hypotensive 
drugs, itis our practice to initiate therapy 
with chlorothiazide alone in all patients 
with normal renal function. Inthe absence 
of signs indicating urgency in the reduc- 
tion of pressure we find it advisable to 
continue such treatment for one or two 

“= months.” 

Conway, J., and Lauwers, P.: Circulation 21:21, 
January, 1960. 
Supplied: 250-mg. and 500-mg. scored tablets 
DIURIL chlorothiazide in bottles of 100 and 1000. 
Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


GB SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 


EFFECTIVE MANAGEMENT OF HYPERTENSION BEGINS “Af WITH DIURIL 
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anorectal comfort... that lasts 


Patients want full, fast and lasting relief from the distressing 
symptoms of common anorectal disorders, such as hemor- 
rhoids, proctitis and pruritus ani. 


to maintain lasting to provide immediate 
anorectal comfort anorectal comfort 
continue therapy with start therapy with 
® ® 
hemorrhoidal suppositories hemorrhoidal suppositories with 
or unguent hydrocortisone acetate, 10 mg. 
to prevent recurrence of to reduce inflammatory reaction 
symptoms, one Anusol and to provide immediate 
Suppository morning and relief of anorectal pain and 
evening and after each evacu- itching, two Anusol-HC 
ation. Supplement with Anusol Suppositories daily 
Unguent as required. for 3 to 6 days. 


Neither Anusol nor Anusol-HC contains anesthetic drugs which might 
mask the symptoms of serious rectal pathology. 


makers of TEDRAL GELUSIL FPROLOIO FERITRATE 


MORRIS PLAINS. 
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pentobarbital s 
ents 
resh and alert 


Elixir for m Kapseals land 


These questions were prepared especially for Medical Times 
by the Professional Examination Service, a division of the American 
Public Health Association. Answers wil] be found on page 220a. 


1. The usual findings in senile osteoporosis 
are: 

A) Decreased calcium and phosphorus, but 
normal serum phosphatase. 

B) Increased urinary phosphorus, serum 
calcium, and phosphatase. 

C) Elevated serum calcium and alkaline 
phosphatase. 

D) Normal serum calcium, phosphorus, and 
alkaline phosphatase. 

E) Increased urinary and fecal calcium, but 
normal serum calcium. 


2. Venous drainage from the upper lip is 
through the: 

A) Maxillary vein. 

B) Ophthalmic vein. 

C) Labial vein. 

D) Temporal vein. 

E) Nasal vein. 


3. The initial effect of salicylates on acid- 
base balance is to: 

A) Increase the respiratory minute volume. 

B) Affect the renal tubules. 

C) Cause gastric irritation and chloride loss 
through vomiting. 

D) Depress respiration. 

E) Affect the adrenal cortex. 


4. A spinal cord lesion destroying a lateral 
one-half of the cord gives rise to the: 

A) Klippel-Feil deformity. 

B) Brown-Séquard syndrome. 
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C) Guillain-Barré syndrome. 
D) Osgood-Schlatter syndrome. 
E) Arnold-Chiare syndrome. 


5. The finding of carotenemia in a 12-year- 
old child might suggest the presence of: 

A) Hypothyroidism. 

B) Gilbert’s disease. 

C) A ‘blind-loop’ malabsorption syndrome. 

D) Hemolytic jaundice. 

E) Myotonia congenita. 


6. A common occurrence in children with 
phenylpyruvic oligophrenia is: 

A) Multiple polyposis coli. 

B) Bladder diverticuli. 

C) Eczema. 

D) Meckel’s diverticulum. 

E) Appendicitis. 


7. On the first day of life the urinary output 
averages: 

A) 15 cc. 

B) 50 cc. 

C) 100 cc. 

D) 150 cc. 

E) 250 cc. 


8. In Hirschsprung’s disease an aganglionic 
internal rectal sphincter is: 
A) Always incontinent. 
B) Normal. 
C) Intermittently incontinent. 
Concluded on page 90a 
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for immediate 


and prolonged relief 
in peptic ulcer 
and hyperacidity 


® potency 
Preferred for ® immediate relief 
(within seconds) 
@ lasting effect 
e@ milk-like action 
@ fresh mint flavor 
@ non-chaiky smoothness 
@ freedom from effect on 


TITRALAC® tasiets @ TITRALAC® 


May be chewed, dissolved in mouth, or Relief from a teaspoonful—not ounces or 
swallowed with water. Each white, mint- tablespoonfuls. Each 5cc. teaspoonful of 
flavored tablet contains glycine 0.18 white, mint-flavored liquid contains gly- 
Gm. and Ca carbonate 0. 42 Gm. Bottles cine 0.30 Gm. and Ca carbonate 0.70 Gm. 
of 100 tabiets. Bottles of 12 fluid ounces. 


Patent No. 2429596 
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a breathing spell from asthma 


"a rapid way to clear the airway 


e stops wheezing 
* increases cough effectiveness 
e relieves spasm 
In chronic disorders associated with obstructed respiration, the dependable antispasmodic and expectorant 
action of Quadrinal rapidly clears the bronchial tree. Patients breatie more easily and acute episodes of 
bronchospasm are often eliminated. Quadrinal is. well tolerated, even on prolonged administration. The 
potassium iodide in Quadrinal provides an expectorant of time-tested effectiveness and sctety. 
Indications ; Bronchial asthma, chronic bronchitis, 
‘ pulmonary fibrosis, pulmonary emphysema. 
Quadrinal Tablets, containing ephedrine HCl (24 mg.), 
(24 mz), ‘Phyllicin’* (theophylline-caicium 
_ Salicylate) 1.30 mg.), and potassium iodide 0.3 Gm) 
Also avallable — 
a new Quadrinal dosage form with taste-appeal forall age groups: 
froit-flavored QUADRINAL SUSPENSION (1 teaspeonful 1,2 Quadrifial Tablet) 
KNOLL PHARMACEUTICAL COMPANY, oRANGE, New JERSEY 
*Quadrinal, Paylticin® 
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when anxiety and tension 


aggravate pain 


TABLETS 


EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® 
(Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth) 


Relieves pain, relaxes mind and muscle 


e analgesic action to relieve pain 
e calming action to relieve anxiety 


e muscle-relaxant action to relieve spasm and tension 


EQUAGESIC RELIEVES PAIN AND ANXIETY 


For your patients suffering pain accompanied by 
anxiety and tension, Eqguacesic provides gratify- 
ing relief. Potent, non-narcotic analgesia is pro- 
vided by a combination of the potent analgesic, 
ethoheptazine citrate, with time-proved aspirin. 
The muscle-relaxant and anti-anxiety effects of 
meprobamate, coupled with the analgesic agents 
provide analgesia in depth. 


These effective agents relieve the painful anxiety 
and tension of patients suffering from strains, 
sprains, muscle tension and other musculo- 
skeletal conditions. The comforting pain relief 
afforded by Equacgsic is rarely hampered by 
side effects.” 


Satisfactory Pain Relief in 97% of patients with 
painful musculoskeletal conditions. In a study' of 
106 patients suffering musculoskeletal pain 
associated with anxiety and muscle spasm, 
Eguacesic “. . . was extraordinarily effective, 
satisfactory results being obtained in 97% of the 
patients treated.” Eguacesic provided effective 
pain relief for these conditions: 


osteoarthritis e bursitis e low back syndrome 
tenosynovitis e whiplash injuries e fractures of 
small bones e tension headache 


Gratifying Pain Relief in 74% of patients with painful 
ligament sprains. In a study? of 104 ambulatory 
cases of acute cervical or lumbar muscle liga- 
ment sprain treated with Equacesic, “. . . con- 
trol of acute pain was obtained in 74% of the 
cases.” The conditions treated occurred in 
typical office patients with pain following injuries 
to the cervical and/or lumbar spine. The author 
concluded “. .. Eguacesic (Wyeth) is a satisfac- 
tory and useful additional tool in the care of the 
acute injuries due to muscle ligament sprain. . . .”” 


1. Splitter, S.R.: Current Therapeutic Research 2:169 
(June) 1960. 2. Harsha, W.N.: J. Okla. State Med. 
Assoc. 54:12 (Jan.) 1961. 


For further information on limitations, adminis- 
tration and prescribing of Equacesic, see descrip- 
tive literature or current Direction 
Circular. Wi 
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Wyeth Laboratories« Philadelphia1, Pa. 
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CAPSULES, 150 mg., 75 mg. Dosage: Average infections— 
150 mg. four times daily. Severe infections—Initial dose of 
300 mg., then 150 mg. every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with cali- 
brated, plastic dropper. Dosage: 1 to 2 drops (3 to 6 mg.) 
per pound body weight per day — divided into four doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day—divided 
into four doses. 


/ in 

bronchitis 
cystitis 


or other 
infections 


PRECAUTIONS — As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or idio- 
syncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics, and demands that the 
patient be kept under constant observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 
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an added measure of protection 


MYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


against relapse— up to 6 days’ activity on 4 days’ dosage 
against secondary infection— sustained high activity levels 


against “problem” pathogens— positive broad-spectrum antibiosis 
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Concluded from page 83a 


bi D) Tighter than normal. 


A) Ethylenediamine tetra-acetate. 
E) In tenesmus. 


B) Nitrogen mustard. 

C) Aminophylline. 

‘ 9. A syndrome characterized by red or D) Histamine. 

cyanotic, painful, puffy extremities aggravated E) Bethanechol chloride. 
by warmth and relieved by cold, is known as: 


A) Livido reticularis. 
B) Pernio. 

C) Raynaud’s disease. 
D) Acrocyanosis. 

E) Erythromelalgia. 


10. Subjects with a nephrotic syndrome due 


11. A frequent accompaniment of Paget’s 


disease of the bone is: 


A) Ischemic necrosis of affected bones. 

B) Volkmann’s contractures. 

C) Peripheral vascular occlusion. 

D) Increased vascularity of affected bones. 
E) Joint mice. 


to lupus erythematosus disseminatus may ex- 
crete increased urine after the administration 12. The diagnosis of familial periodic para- 
of: lysis may be established by a determination of: 


arlidin 
increases 
blood flow 
to the brain 
in the 
“senility syndrome’ 
associated 
with 
cerebrovascular 
insufficiency 


e 


A) Serum and urine magnesium levels. 

B) Urinary 5-hydroxy-indoleacetic acid and 
EEG. 

C) Serum and urine lead levels. 

D) Serum potassium and urinary creatine. 

E) Urinary 17-ketosteroids and uric acid 
creatinine ratio. 


13. The short biological half-life of peni- 
cillin is due to its rapid: 

A) Binding by serum proteins. 

B) Hydrolysis by tissue penicillinases. 

C) Oxidation. 

D) Renal excretion. 

E) Degradation in the liver. 


14. A solitary pulsating tumor of the bone 
suggests: 

A) Bone cysts. 

B) Osteoblastic metastases. 

C) Plasmacytoma. 

D) Metastasis from kidney or thyroid. 

E) Bronchogenic carcinoma. 


15. Which one of the following conditions 
is not an indication for splenectomy? 

A) Aneurysm of splenic artery. 

B) Splenic abscess. 

C) Aplastic anemia. 

D) Primary thrombocytopenic purpura. 

E) Panhypersplenism. 

(Answers on page 220a) 


MEDIQUIZ® BOOKLET 


The first volume of MEDICAL TIMES MEDIQUIZ® 
questions is off press. Containing 150 questions, 
answers and references, the booklet was compiled 
for Mepicat TIiMEs readers by the Professional 
Examination Service, Division of the American 
Public Health Association, and is available at $1 
per copy. The supply of booklets is limited. To 
be certain you get your copy, send your dollar 
to: Professional Examination Service, Department 
11-M, American Public Health Association, 1790 
Broadway, New York 19, N. Y. 


inadequate cerebral blood flow—often due to cerebral arteriosclerosis — may 
result in the “senility syndrome” with its pattern of mental confusion, mem- 
ory lapses, depression, fatigue, apathy and behavior problems.1-3 


43% increase in cerebral blood flow with Arlidin‘* 


In patients with cerebrovascular insufficiency, Eisenberg4 measured a 43 per- 
cent increase in blood flow in the brain following administration of Arlidin 
orally for more than two weeks beginning with a dosage of 12 mg. t.i.d. and 
increasing to 18 mg. t.i.d. There was a decrease in cerebral vascular resist- 
ance in most instances. 


Winsor and associates? found Arlidin ‘‘of particular value clinically in reliev- 
ing some of the symptoms of cerebral vascular insufficiency (vertigo, light- 
headedness, mental confusion, diplopia).”’ 


Arlidin is a unique and dynamic vasodilator which acts to increase circulation 
in the brain...in the inner ear and eye...also in the peripheral skeletal muscle. 


arlidin 


(BRAND OF NYLIDRIN HCI NND) 


references: 1. Madow, L.: Penn. M. J. 62:861, June 1959. 2. Stieglitz, E. J.: Geriatric Medicine, 
ed. 2, Philadelphia, Saunders, 1949 p. 274. 3. Winsor, T., et al.: Amer. J. Med, Sciences 239:594, 
May 1960. 4. Eisenberg, S.: ibid, July 1960. 


NOTE — before prescribing ARLIDIN the physician should be thoroughly familiar with 


general directions for its use, indications, dosage, possible side effects and contraindi- 
cations, etc. Write for complete detailed literature. ¢ 


u. s.’vitamin &« pharmaceutical: corporation 
Arlington-Funk Labs., division * 250 East 43rd Street, New York 17, N. Y, 
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Iron utilization improves the picture 


Since iron utilization is regulated principally by the hormone, erythropoietin,! many anemic patients fail 
to respond adequately to iron alone because of low erythropoietin levels. However, RONCOVITE®-mf— 
containing cobalt, the only therapeutic agent that increases formation of erythropoietin—has proved 
singularly successful in iron-deficiency anemia, whether due to chronic blood loss, absorption dysfunc- 
tion, or increased iron demands.2* Through cobalt-stimulated erythropoietin, RONCOVITE-mf improves 
iron utilization and produces more rapid increases in hemoglobin and red cells. 


Each tablet contains: cobalt chloride (cobalt as Co, 3.7 mg.), 15 mg.; 
ferrous sulfate, exsiccated, 100 mg. References: (1) Beutler, E., and 
Buttenweiser, é The Regulation of Iron Absorption: |. A Search for 
Humoral Factors, J. Lab. & Clin. Med. 55:274, 1960. (2) Hill, J. M.; 
LaJous, J., and Sebastian, F. L.: Cobalt Therapy in Anemia, Texas J. 
Med. 51: 686, 1955. (3) Ausman, D. C.: Cobalt-lron Therapy for Com- 
mon Types of Anemia, Journal- Lancet 76 290, 1956. (4) Craig, P. E.: 

Treatment of Common Types of Anemia, Clin. Med. 6:597-601, 1959. 
(5) Gosselin, G., and Long, L. A.: Use of Cobalt-lron Therapy, Appl. 
Therap. 2:453, i960. (6) Stapp, C. C.: Clinical Observations on Iron 
Metabolism in Pregnancy, Southwestern Med. 41:633, 1960. 


RONCOVITE-mf 


LLOYD BROTHERS, INC. 


Cincinnati 29, Ohio 


122-R 
V-O13-A 


measurable benefits 
in edema and hypertension 


plus more built-in potassium protection 
than any other diuretic-antihypertensive 


90/1000 Tablets 
Supplied: ESIDRIX-K 50/1000 Tablets (white, a 
coated), each containing 50 mg. Esidrix and 

1000 mg. potassium chloride (equivalent to 524 mg. potassium). 

Also available: ESIDRIX-K 25/500 Tablets (off-white, coated), 

each containing 25 mg. Esidrix and 500 mg. potassium chloride. 

ESIDRIX Tablets, 50 mg. (yellow, scored) and 25 mg. (pink, scored). 

For complete information about Esidrix and Esidrix-K 

(including dosage, cautions, and side effects), see current 

Physicians’ Desk Reference or write CIBA, Summit, N. J. 

ESIDRIX@ (hydrochlorothiazide CIBA) 


SINGOSERP® (syrosingopine CIBA) C¢ I B A Summit, N. J. 


2/2989MK 
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MYADEC 


<~Slo -potency vitamin formula with minerals 


> 


ehelps to prevent or correct certain vitamin deficiencies 
esupplies various minerals normally present in body tissue 


Each MYADEG Capsule provides: Vitamins: Vitamin By erystalline— 
5 meg.; Vitamin Bg (riboflavin)—10 mg.; Vitamin Bg (pyridoxine 


hydrochloride)—2 mg.; Vitamin B,; mononitrate—10 mg.; Nicotinamide 
(niacinamide)— 100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vita- 
min A—25,000 units (7.5 mg.); Vitamin D—1,000 units (25 meg.); 
Vitamin E (d- -alpha-tocopheryl! acetate concentrate)—5 I.U.; Minerals 
(as inorganic salts): lodine—0.15 mg.; Manganese — | me.; ; Cobalt 
—(.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; [ron—15 mg.; 
Copper—1 mg.; Zinc—1.5 mg.; Magnesium—6mg.; Calcium—105 
mg.; Phosphorus — 80 mg. 
Supplied: Bottles of 30, 100, and 250... LOoKE-BAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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Conservative management in the arthritic Through the ‘‘antidoloritic’’* effects 
of DECAGESIC you can maintain your patients with mild or moderate rheu- 
matoid arthritis on the lowest possible steroid dosage, yet obtain im- 
proved functional status and greater relief of pain. DECAGESIC provides 
DECADRON®, for suppression of inflammation, and aspirin, for control of 
pain on movement. In many patients, higher-dosage steroid regimens may 
be replaced without loss of control, and long-range treatment continued 
with greater safety. 


Simplified, flexible dosage regimen 
For your patient 
DECAGESIC® — 
Dexamethasone with aspirin and aluminum hydroxide 
Sig: 2 tabs B.1.D. 


Providing a total daily dosage of: 


1 mg. of DECADRON® dexamethasone 
2000 mg. of aspirin (acetylsalicylic acid) 
300 mg. of aluminum hydroxide (as the dried gel) 


Greater safety and economy The combination of DECADRON and aspirin in 
DECAGESIC reduces the likelihood of the hormonal effects frequently seen 
with high corticosteroid dosage and assures regular aspirin intake. You 
can also prescribe DECAGESIC with economy... cost of daily therapy is 
generally less than prednisone, prednisolone and other corticosteroids. 

Adds a natural sense of well-being The patient adequately maintained on 


DECAGESIC may be expected io return to work and take part in normal 
social activities, with a natural sense of well-being. 


| 


indications: At B.1.D. maintenance levels—mild to moderate rheumatoid arthritis; at 
T.1.D. or Q.1.D. dosage levels—for acute, painful inflammatory musculoskeletal con- 
ditions and other conditions in which the conjunctive use of steroid and salicylate 
is indicated. 


Dosage: Average maintenance dosage 2 tablets B.1.D. Some patients may require one 
or two additional tablets in a T.1.D. schedule. In patients with occasional local flare- 
ups, Injection DECADRON Phosphate in the affected joint will control the exacerbation, 
without the need for increased oral dosage. The usual precautions of corticosteroid 
therapy should be observed. Before prescribing or administering DECaGEsic or 
Decapron, the physician should consult detailed information on use accompanying 
the package or available on request. 


Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DECADRON dexamethasone, 
500 mg. of aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present 
as the dried gel). Injection Decapron Phosphate in 5-cc. vials, each cc. containing 
4 mg. of dexamethasone 21-phosphate as the disodium salt; 8 mg. creatinine; 3.2 
mg. sodium bisulfite, USP; 10 mg. sodium citrate, USP; 5 mg. phenol, USP; sodium 


hydroxide, USP, to adjust pH; water for injection, q.s. 1 cc. 


*The term ‘‘antidoloritic” is used by Merck Sharp & Dohme to describe an agent 
designed to allay pain associated with inflammation— dolor = pain, itic = associated 
with inflammation. Decacesic and DECADRON are trademarks of Merck & Co., Inc. 


i“ O0) MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 


dexamethasone with aspirin and aluminum hydroxide 


conservative management of mild or moderate rheumatoid arthritis 


dosage...economically 
| 
per 


WHENEVER COUGH THERAPY ‘15: for 6 hours ¢ 


Average adult dose: One teaspoonful after meals and at 
L FOR COUGH CONTROL bedtime. May be -habit-forming. Federal law permits oral 
dative 4 ‘hist Literature on requeste | 
nasal decongestant | expectorant ENDO. LABORATORIES) 


Letters to the Editor 


Ganglion 


I want to register strong disagreement that 
surgery on a ganglion is office treatment. In 
general this operation is too long, too detailed 
and too extensive to be handled properly by 
one doctor in his office. 

In Kansas, nearly all ganglia arise from the 
heavy fascia around the bony joints and to 
get all of them, tendon, nerves and arteries 
must be retracted and (if possible) spared. 

Henry K. Baker, M.D. 
Chanute, Kansas 

@ MEDICAL TIMEs is always glad to publish 

the views of its readers. Ed. 


More on the Berry Plan 


I read your editorial today in MEDICAL 
TIMEs regarding the Berry Plan and the failure 
of young doctors to volunteer for military 
service. I think you are wrong in advising 
young doctors to volunteer, and I don’t blame 
them for avoiding service. 

Walter Lippman recently said that he be- 
lieved it was morally wrong for old folks to 
get this country into war and then expect the 
young people to do their fighting for them. 

I have been in the Washington area for ten 
years now. I have seen fat Senators and 
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This department is offered as an Open Forum for the discussion of 
topical medical issues. All letters must be signed. However, to protect 
the identity of writers who are invited to comment on controversial 
subjects, names will be omitted when requested. 


Bureaucrats smoking big cigars and sipping 
martinis in the Senate lounge, or at Duke Gil- 
bert’s, or at Paul Young’s. That these people 
should get our country to the brink of war, or 
actually into war, and then want young boys, 
who are still wet behind the ears, to do the 
fighting and sacrificing, cannot be justified on 
moral grounds. I do not believe that the 
appeals to the patriotism of youth are made 
in good faith by their elders. The sacrifices 
are made by the youths. The decisions and 
mistakes are made by the elders. I maintain 
this is not a just or fair situation. 
Lawrence M. Pack, M.D. 
Falls Church, Virginia 


© The appeal referred to in this letter was 
made by a veteran of World War I and World 
War II, whose entire service was overseas for 
all but two months in 1945. In World War I, 
he was constantly assigned to a tactical unit. 
In World War II, he spent much of his time 
with tactical units in combat zones. Although 
over age, he has requested service in some 
capacity if war comes now. He has always 
believed that a citizen's first duty is the defense 
of his country when its security is threatened. 
He does not share the defeatist attitude ex- 
pressed by the author of this letter. Ed. 
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In acute and chronic diarrhea the most effective symptomatic 
solution to the dual problem: 


dual action Sorboquel 


fast action 1 fast action & 

for too fluid feces: for too frequent evacuations: 
Exceptional water-binding Superior, yet selective, 

capacity of polycarbophil to nonopiate antimotility action 

absorb free fecal water of thihexinol methylbromide 

{Complete information regarding the use of Sorboquel Tablets is available on request.) 


dosage: For older children and adults, initial dosage of one SORBOQUEL Tablet q.i.d. is usually adequate. 
Severe diarrheas may require six, or even eight, tablets in divided daily doses. (Dosages exceeding six 
tablets a day should not be employed over prolonged periods.) 


Supplied: Sorboquel Tablets, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycarbophil and 
15 mg. thihexinol methylbromide. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey [ 
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Proven 
in more than 750 published 


clinical studies 


Effective 


for relief of anxiety and tension 


1 simple dosage schedule relieves anxiety 
dependably — without the unknown dangers 
of ‘‘new and different” drugs 


9 does not produce ataxia, stimulate the appetite or 
alter sexual function 


3 no cumulative effects in long-term therapy 


A. does not produce depression, Parkinson-like 
symptoms, jaundice or agranulocytosis 


5 does not muddle the mind or affect normal behavior 


Miltown 


meprobamate (Wallace) 


@ 
(ff) WALLACE LABORATORIES / Cranbury, N. J. 


Clinical Sample Offer 


Dept. M-9A Professional Service Dept. 
Wallace Laboratories, Cranbury, N. J. 


Please send me a clinical supply of: [] Miltown (400 mg.) [J Meprospan®-400 
Miltown (200 mg.) Meprospan®-200 


Dr. (please print} 


Street 
City... 


cM-4714 
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CHYMAR OINTMENT 
Chymar Ointment is a corticosteroid-antib 


enzyme p anti-infl yand 
anti-infective actions with wound and tissue cleans- 
ing. Each gram contains: a concentrate of pan- 
creatic enzymes with 10,000 Armour Units of pro- 
teolytic activity; neomycin palmitate (as base) 3.5 
mg.; hydrocortamate hydrochloride 1.25 mg.; water- 
miscible base (polyethylene glyco! 4000 and 600) 
a.s. The enzymes digest necrotic tissue, pyogenic 
membranes and crusts, cleanse wounds and remove 
foul odors. Thus the area of the lesion is prepared 
for the anti-infective and anti-inflammatory effects 
of neomycin palmitate and hydrocortamate hydro- 
chloride. Itis believed that proteolytic enzymes have 
a favorable effect on wound healing. INDICA- 
TIONS: acute or chronic dermatoses and skin 
lesions such as abscesses, boils, burns, contact 
dermatitis, impetigo, infectious eczematoid derma- 
titis, mycosis f ides (for 
infected neurodermatitis, pruritus ani, psoriasis, 
pustuiar lesions, seborrheic dermatitis, stasis der- 
matitis, ulcers (topical, cautery, osteomyelitic, vari- 
cose). PRECAUTIONS: An occasional itching or 
stinging sensation may be encountered on initial 
application. Hypersensitivity or allergic reactions 
are rare; pharmacological tests gave no indication 
of irritation, allergic or antigenic reactions when 
used on either intact or abraded skin. Proteolytic 
action can be halted by removal of the ointment and 
Irrigation with water, CONTRAINDICATION: Not 
for ophthalmic use. ADMINISTRATION: Apply 
directly to lesion 1 to 3 times daily and cover with 
gauze. Preliminary softening of eschar or crusted 
lesions not necessary. SUPPLIED: 1/6 oz. and 
1/2 oz. tubes. 


TREATMENT foot 3 


applications of Chymar Ointment! 


—> 
3 DAYS 
LATER 


Ointment 


in common 


skin ailments 


In 380 patients with common skin lesions 
treated with 800 applications, Chymar Oint- 
ment was 97.5% effective.’ In another report 
of 251 cases with a variety of frequently en- 
countered skin ailments (mostly chronic) 175 
were either cleared or improved with Chymar 
Ointment.? And in a third group of 32 cases, 
the majority of which were pyodermas, Chymar 
Ointment was of “unquestionable value” in 
lesions of staphylococcic origin.* 


1. Walker, M. H.: The Therapeutic Use of a Corticosteroid-Anti- 
biotic-Enzyme Ointment in Common Foot Lesions, to be published. 
2. Cornbleet, T., and Chesrow, E. J.: Arch. Dermat. 82:261, 1960. 
3. Irgang, S.: Harlem Hospital Bulletin, Annual Series 1, March, 
1960, pp. 19-24, 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS Armour Means Protection 


© Jan., 1961, A. P. Co, 
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Who is This Doctor? 


Identify the famous physician from clues in this brief biography 


se of Russian surgeons, 
also one of history’s great military surgeons, he 
served in the field during the campaigns in 
the Caucasus and the Crimea in the mid-1800’s 
and reported on the Franco-Prussian and 
Russo-Turkish campaigns. 

He studied in Berlin and Gottingen, then 
returned to Russia where he taught at Dorpat 
for five years and in 1840 was made professor 
of surgery at the Medico-Chirurgical Academy 
at St. Petersburg. He taught applied topo- 
graphic anatomy, a first for Russia, and insti- 
tuted many reforms. 

He performed 11,000 postmortems, includ- 
ing those on 800 victims of cholera. Because 
he insisted on segregation of epidemic victims, 
he was forced to resign his professorship. His 
experiences with the wartime horrors of pyemia, 
hospital gangrene, erysipelas, purulent edema 
and sepsis in general caused him to define war 
as “a traumatic epidemic.” 

He helped introduce female nursing of the 
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wounded in the Crimea and was a longtime 
advocate of greater freedom for women. He 
was an early user of surgical anesthesia and 
defended the cause of medical education 


- against attack from official and military bureau- 


crats. 

He is known professionally among surgeons 
for his method of complete osteoplastic ampu- 
tation of the foot (1854), his great atlas of 
220 plates (1851-4), in which frozen sections 
were first used on a large scale in anatomic 
illustration, and for his treatise on military 
surgery (1864) in which he makes large hos- 
pitals responsible for the spread of epidemics 
and recommends small, barrack-like pavilions 
of the type he preferred in the Crimean cam- 
paign. 

He was quick and dexterous at the oper- 
ating table, a man of insight and stubborn 
courage, esteemed by both Russians and the 
West for his achievements and qualities. Can 
your name this doctor? Answer on page 220a. 
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BECAUSE POOR DIABETIC CONTROL 
INCREASES THE THREAT OF VASCULAR 
COMPLICATIONS IN DIABETES::. CONSIDER 
DIABINESE FIRST FOR ADEQUATE AND 
CONTINUOUS ORAL CONTROL 


Oral therapy with DIABINESE can help assure 
more adequate blood-sugar control in many 
maturity-onset diabetics, including certain pa- 
tients now poorly controlled by diet alone, 
some patients on insulin, and many who escape 
control on previous oral therapy. 


Diabinese and diet 


In patients with maturity-onset diabetes whose 
blood sugar remains elevated despite weight 
and/or caloric control, DIABINESE is frequently 
effective in doses of 100 to 250 mg. a day. Fur- 
ther, unlike insulin, DIABINESE has not been 
reported to increase appetite, and residual 
capacity for endogenous beta cell activity is 
stimulated, Thus, DIABINESE combined with 
dietary regulation will often ensure more satis- 
factory control than ‘‘diet alone.’’ 


Diabinese and the 
insulin patient 


DIABINESE has proved to be an effective replace- 
ment for insulin among maturity-onset pa- 
tients needing 40 units or less per day. This 
application of DIABINESE is especially valuable 
in patients who should not be exposed to the 
hazards and inconvenience of self-administered 
injection —those with poor eyesight, the infirm 
and elderly, and the emotionally disturbed. 
Transfer from insulin to DIABINESE in proper 
dosage lessens the risk of hypoglycemia, and may 
enable certain patients to resume occupations 
where insulin shock is considered dangerous. 
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In selected patients in whom insulin require- 
ments have become quite high, combined ther- 
apy with DIABINESE sometimes permits reduc- 
tion of insulin dosage and helps to improve 
control. Patients with insulin resistance may 
sometimes be similarly helped by replacement 
of part of the daily insulin dosage.* 


Diabinese from the start 


Continuous control in suitable candidates for 
sulfonylurea therapy is more likely to be 
achieved with DIABINESE. According to the 
A.M.A. Council on Drugs,’ observations indi- 
cate that ‘‘on an equivalent dose and blood 
level basis, chlorpropamide has a somewhat 
greater therapeutic effect than has tolbuta- 
mide.’’ This therapeutic superiority is reflected 
in the results of clinical observations like those 
of Fineberg,® who compared the effect of 
DIABINESE in 50 patients with the effect of tol- 
butamide in 35 patients. He concluded that 
‘‘chlorpropamide produced satisfactory con- 
trol of the diabetes in almost twice as great a 
percentage (76 versus 43 per cent) of patients 
than did tolbutamide, and excellent control in 
more than twice as great a percentage (74 
versus 31 per cent).’’ 


1. Johnsson, 8.: Diabetes 9:1, 1960. 2. El Mahallawy, 
M. N., and Sabour, M. S.: J.A.M.A. 173:1783, 1960. 
3. Editorial: Brit. M. J.1:188, 1961. 4. Duncan, L. J. P., 
and Baird, J. D.: Pharmacol. Rev. 12:91, 1960. 5. A.M.A. 
Council on Drugs: New and Nonofficial Drugs, 1961, 
Philadelphia, Lippincott, 1961, p. 657. 6. Fineberg, 
8S. K.: J. Am. Geriat. Soc. 8:441, 1960. 
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FOR MAXIMUM ASSURANCE OF CONTINUOUS 
BLOOD-SUGAR CONTROL 


Diabinese’ 


the oral antidiabetic 
most likely to succeed 


economical once-a-day dosage 


IN BRIEF 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar per- 
mitting economy and simplicity of low, once-a-day 
dosage. Moreover, DIABINESE often works where 
other agents have failed to give satisfactory control. 


INDICATIONS: Uncomplicated diabetes mellitus 
of stable, mild or moderately severe nonketotic, 
maturity-onset type. Certain “brittle” patients may 
be helped to smoother control with reduced insulin 
requirements. 


ADMINISTRATION AND DOSAGE: Familiar- 
ity with criteria for patient selection, continued 
close medical supervision, and observance by the 
patient of good dietary and hygienic habits are 
essential. 


Like insulin, DIABINESE dosage must be regulated to 
individual patient requirements. Average mainte- 
nance dosage is 100-500 mg. daily. For most patients 
the recommended starting dose is 250 mg. given 
once daily. Geriatric patients should be started on 
100-125 mg. daily. A priming dose is not necessary 
and should not be used; most patients should be 
maintained on 500 mg. or less daily. Maintenance 
dosage above 750 mg. should be avoided. Before 
initiating therapy, consult complete dosage infor- 
mation. 


SIDE EFFECTS: In the main, side effects, e.g., 
hypoglycemia, gastrointestinal intolerance, and neu- 
rologic reactions, are related to dosage. They are 


Science for the world’s well-being® ¢; fi ser) 
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not encountered frequently on presently recom- 
mended low dosage. There have been, however, oc- 
casional eases of jaundice and skin eruptions pri- 
marily due to drug sensitivity; other side effects 
which may be idiosyneratie are occasional diarrhea 
(sometimes sanguineous) and hematologic reactions. 
Since sensitivity reactions usually occur within the 
first six weeks of therapy, a time when the patient 
is under very close supervision, they may be readily 
detected. Should sensitivity reactions be detected, 
DIABINESE should be discontinued. 


PRECAUTIONS AND CONTRAINDICATIONS: 
If hypoglycemia is encountered, the patient must 
be observed and treated continuously as necessary, 
usually 3-5 days, since DIABINESE is not significantly 
metabolized and is excreted slowly. DIABINESE as the 
sole agent is not indicated in juvenile diabetes mel- 
litus and unstable or severely “brittle” diabetes 
mellitus of the adult type. Contraindicated in pa- 
tients with hepatic dysfunction and in diabetes 
complicated by ketosis, acidosis, diabetic coma, 
fever, severe trauma, gangrene, Raynaud’s disease, 
or severe impairment of renal or thyroid function. 
DIABINESE may prolong the activity of barbiturates. 
An effect like that of disulfiram has been noted when 
patients on DIABINESE drink alcoholic beverages. 


SUPPLIED: As 100 mg. and 250 mg. scored chlor- 
propamide tablets. 


More detailed professional information available on 
request, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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relief 


| to day After tonsillectomy 
TETRAZETS troches 
provide prompt, long-lasting relief * 
of pain and discomfort, along with 
triple antibiotic effectiveness. The 
raspberry-flavored troches dissolve 
slowly. Recommend TETRAZETS for 
pleasant relief of sore 
or irritated throats, after mouth and 
throat surgery. 
Terrazes for mouth and throat] 
irritations, after tonsillectomy, and 4 
as adjunctive therapy in Vincent’s (iq 
infection, pharyngitis, and tonsillitis. 
Supplied in bottles of 12. Usual 
dosage one troche every three hours 
for not more than two days. 
Terrazets is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 
¥ Division of Merck & Co., Inc., West Point, Pa. 


Tetrazets 


zinc bacitracin « tyrothricin « neomycin e benzocaine troches 


SHORTENS THE 
HEALING TIME... 
DIAPER RASH 


Before application of A and D Ointment—Typical 
diaper rash with excoriation of skin. 


After application of A and D Ointment —Diaper rash 
has completely disappeared within one week. 


OINTMENT 


completely safe, highly effective—heals, soothes and protects / A and D Ointment both treats 
and prevents diaper rash. In seconds, it soothes painful irritated skin—starts to heal excoriation. It may 
be applied liberally at every diaper change, is eminently safe for even the most delicate tissues. Will 
not stain the skin or wash away in body secretions. Easily laundered from diapers or clothing. / A and D 
Ointment is also useful for pressure sores, varicose and chronic ulcers, nipple care (fissured nipples), 


episiotomy and circumcision wounds, eczema, detergent dermatitis, burns, wounds and skin abrasions. 
Available: 142 and 4 oz. tubes; 1 and 5 Ib. jars. Also, A and D Ointment with Prednisolone, 10 and 25 gm. tubes. 


WHITE LABORATORIES, INC. / KENILWORTH, NEW JERSEY Ahili 
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| respiratory allergy 
patient... with 
little response? 


(Isoproterenol Sulfate, Abbott) 


with calcium iodide 
. or any of the other classic asthma 
symptoms. In any event, the usual treatment isn't affording adequate relief. 


You've seen the type. Racked by a chronic cough... or wheeze. 


If you're faced with this kind of “problem” patient, try this: Put him on Norisodrine Syrup for two 
weeks—one or two teaspoonfuls, four to six times daily. See if this isn't evident: 

Coughing will be more productive . . . and much less frequent. There will be a marked lessening of 
tension, physical and mental. Respiration will improve. Nighttime cough, particularly, will be relieved. 

Good-tasting Norisodrine Syrup—a combination of Norisodrine (bronchodilator) 
and calcium iodide (expectorant)—can help you control symptoms in patients of all 
ages, even those who have been troubled for years. 


ABBOTT 
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The Quality and Cost of 
Community Medical Care 


GEORGE BAEHR, M.D., New York, New York 


a undertaking to discuss the 
quality and cost of community medical care, it 
is important to distinguish between the quality 
of medical care available to a community as a 
whole, and the quality of a particular medical 
service rendered by a physician to a patient for 
a specific illness. 

It is also important to distinguish between 
the quality of medical care received by upper- 
income families from Park Avenue physicians 
who are staff members of the best hospitals, 
and the quality of medical care available to 
the far more numerous families who live in 
poor neighborhoods and who cannot afford the 
best medical services with sufficient fre- 
quency. 

The quality of community medical care 
is determined by a combination of five 
components: 

1. The general level of professional 
competence of the medical profession serving 
the community, which may vary greatly in 
different parts of the country and in different 
sections of the same community. 
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2. The ability of families to purchase these 
services. 

3. The medical sophistication of the 
community so that the people know how to 
use the services optimally. 

4. The availability and excellence of 
community hospitals, outpatient facilities, 
nursing homes and related institutions required 
for the institutional care of the sick and 
disabled, and 

5. The organization of the medical profession 
into coordinated service units or teams of 
family physicians and specialists representing 
all the major branches of modern medicine, 
which can provide virtually all the medical 
services required by families of all income 
levels most economically and completely. 

In the last few decades, the general level of 


Dr. Baehr is Consultant at the Mt. Sinai Hospital of 
New York. 

Delivered at panel on Changing Attitudes Toward 
Health Care. "The Years of Challenge,’ Twenty-fifth Anni- 
versary Conference, Public Affairs Committee, Inc., Bilt- 
more Hotel, New York City, Friday, March 24, 1961. 
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professional competence has been improved by 
American Specialty Boards which encourage 
physicians to obtain special training before 
engaging in the practice of a_ specialty. 
Nevertheless, thousands of untrained and 
unqualified physicians continue to diagnose and 
treat patients suffering from conditions which 
are far outside the realm of their professional 
competence. The law has not yet caught up 
with the modern advances in medicine; it still 
adheres to the ancient tradition of the 
commercial market place: “Let the buyer 
beware.” Unfortunately, the buyer of medical 
services cannot diagnose the nature and 
complexity of his illness, nor can he judge the 
competence of his physician to cope with it. 
Yet this may mean life or death, or the 
permanence of a crippling disability. 

Medical societies have opposed _ state 
regulation of the practice of medical specialities 
on the grounds that the medical profession is 
fully capable of regulating itself on a voluntary 
basis. Yet in hundreds of hospitals throughout 
our country, physicians are performing major 
surgical operations and other highly technical 


procedures for which they are untrained and 
unqualified. The opposition of medical societies 
to legal regulation of the specialties is in sharp 
paradoxical contrast to their demand for 
unlimited “Free Choice of Physician”—free 
choice by people who are uninformed and may 
have no idea how to choose. 


The Joint Commission on Accreditation of 
Hospitals has largely eliminated unqualified 
specialists in those hospitals which it has 
accredited. But the majority of hospitals in this 
country are still unaccredited. The worst 
practices exist in privately owned proprietary 
hospitals operated for profit. Most of them are 
unaccredited and their number is increasing. 

The amount of money available with which 
to purchase medical care does not determine 
its quality. Universal national compulsory health 
insurance would be of little advantage if it 
merely paid out fees to doctors without 
regulating the quality of their services. The 
enormous growth within the last fifteen years 
of voluntary fee-for-service indemnity insurance 
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for medical care has greatly increased the 
amount of money available to purchase private 
medical care, but there is no evidence that it 
has improved the quality. Doctor’s fees are paid 
by twelve hundred and fifty insurance carriers 
which assume no responsibility for the quality 
of the services. In fact, there is reason to believe 
that the availability of more fees from insurance 
carriers to pay for more doctors’ services has 
increased the amount of unnecessary surgery 
and other needless procedures, especially by 
unqualified practitioners. It has also had an 
inflationary effect upon the costs of medical 
care, and upon the unnecessary utilization of 
expensive hospital beds. 

In this regard, a recent study published by 
the United Steelworkers of America (Sept. 
1960) is most revealing.’ Between July 1, 1957, 
and June 30, 1958, steelworkers and their 
families insured under Blue Shield plans, which 
pay physicians on a fee-for-service basis, had 
135 hospital admissions per 1000 insured 
persons and they spent 1032 days in hospital 
per 1000 insured persons. By contrast, 
steelworkers and their families insured under 
the Kaiser Foundation Health Plan, whose 
physicians are engaged in salaried group 
practice and do not receive a fee for each 
service they may render, had only 90 hospital 
admissions per year and averaged only 570 days 
in hospital per 1000 insured persons. Even 
more significant is the finding that steelworkers 
insured under the _ fee-for-service plans 
underwent 69 surgical operations in hospitals 
per 1000 covered persons, whereas those 
insured under the Kaiser Foundation salaried 
group practice plans had only 33 in-hospital 
surgical operations per 1000 persons. 

Our New York experience gives further 
evidence of the significant reduction in hospital 
utilization under group practice. Studies 
involving persons covered by New York’s Blue 
Cross for their hospital bills, have consistently 
found that those who are also insured under 
the Health Insurance Plan of Greater New 
York (and therefore receive their medical care 
through medical groups paid on a capitation 
basis), have twenty percent lower hospital 
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utilization rate than those insured by plans 
where medical care is obtained mainly through 
fee-for-service solo practice. The most 
comprehensive of these studies? revealed that 
the annual hospital admission rate of the 
H.1.P.-insured population was 77 per 1000 
persons per year as compared with an admission 
rate for Blue Shield members of 96 per 1000. 
The number of days in hospital per 1000 
insured persons was 588 for H.I.P. and 688 
for Blue Shield. 

This study was followed by an inquiry into 
the experience of members of a large labor 
union who had the option of selecting H.LP., 
or Group Health Insurance, with its “free- 
choice-of-physician” system and fee-for-service 
payments.* Here again, H.I.P.’s hospitalization 
rates were appreciably lower, the margin being 
about twenty percent. 

The existence of lower hospitalization rates 
in H.I.P. was also demonstrated by an inde- 
pendent study of Blue Cross subscribers car- 
ried out by the Health Information Founda- 
tion.* This time, the hospital experience of 
members of three labor unions who were in- 
sured under H.I.P.’s group practice plan was 
compared with the hospital experience of mem- 
bers of the very same unions who were insured 
by Group Health Insurance. The results were 
similar to the findings of ‘the other studies. 
Hospital utilization, whether measured in terms 
of admission rates or days in the hospital per 
1000 insured persons, was decidedly lower in 
H.1.P. than in the fee-for-service plan. 

It is interesting to speculate what the savings 
might be if the entire population of New York 
City could receive all their medical care from 
well organized and supervised medical groups 
composed of family physicians and qualified 
specialists under an insurance plan which paid 
these medical groups for their services on an 
annual per capita, rather than on a fee-for- 
service basis. According to the Hospital Coun- 
cil of Greater New York, it costs the people 
of the City of New York today over $500 
million a year to maintain and operate the 
50,000 beds in the hospitals of New York City. 
Although forty percent of these beds are in 
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municipal hospitals, the per diem cost of their 
operation is comparable with the average per 
diem cost of the voluntary hospitals. 

Assuming that the annual hospital admis- 
sion rate and average length of stay in hospital 
could be reduced by prepaid group practice, 
as has been demonstrated by H.I.P. in New 
York, Kaiser Foundation Plan, in California, 
Group Health Association, of Puget Sound, 
and other comprehensive group practice pre- 
payment plans, an annual savings of twenty 
percent of $500 million would mean that the 
community’s bill for hospital care would be 
reduced by $100 million a year. Also, one- 
fifth of the hospital beds in New York City 
would no longer be needed and future con- 
struction costs could be proportionately re- 
duced. 

This may be a dream! But dreams may be 
transmuted into reality in time if enough peo- 
ple have enough imagination and enough 
determination. Forces are already at work 
along these lines in other parts of the country 
among large consumer groups. The United 
Mine Workers, The United Auto Workers, 
The United Steelworkers, and many smaller 
agencies belonging to the Group Health Asso- 
ciation of America have organized or are pre- 
paring to organize prepaid group practice for 
large insured populations to eliminate un- 
necessary costs and to improve the quality of 
the services. 

There are other obvious forms of wastage 
of hospital resources, the elimination of which 
would accomplish additional savings of many 
millions of dollars a year in New York City. 
Over each weekend, our hospitals become 
largely custodial institutions. Except for emer- 
gencies, the laboratories, x-ray services, and 
operating room facilities are not in use. The 
purpose is to save the salaries of the addi- 
tional personnel that would be required if they 
operated seven days a week. Yet patients in 
the hospital are sick seven days a week. 

In his recent report to the State Superin- 
tendent of Insurance, Dr. Ray Trussell re- 
ported that medical patients admitted to hos- 
pitals on a Friday average two more days in 
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hospital than those admitted on a Tuesday. 
The community (and Blue Cross) pays the 
bill for these wasted days—millions of dollars 
a year. It may be somewhat difficult to man 
these services (laboratory, x-ray, and operating 
rooms) seven days a week, but not impossible! 
The extra cost to the hospital would, of course, 
be reflected by a rise in its average per diem 
charges, but this would be more than offset 
by a sharp reduction in length of stay in hos- 
pitals and would also reduce the number of 
beds needed by the community. 

In addition to the weekend lag in essential 
hospital services, the x-ray, laboratory, and 
operating facilities of many proprietary and 
some voluntary hospitals are too small in pro- 
portion to the number of beds in the institu- 
tion, so that patients must spend many useless 
days in the hospital before they can be sched- 
uled for operation, or for x-ray, or laboratory 
tests. 

Neither the State Department of Social 
Welfare, which has jurisdiction over voluntary 
hospitals, nor the City’s Department of Hos- 
pitals pays the slightest attention to these 
inadequacies and delays. Who pays the bill 
for these wasted days amounting to millions 
of dollars a year? The community, and— 
incidentally—the Blue Cross. 

There is a familiar slogan of hospital admin- 
istrators: “An empty bed is a costly bed!” 
But it all depends on whose ox is being gored. 
Of course, an empty bed which fails to bring 
in income is costly to a hospital. But viewed 
from the standpoint of the Blue Cross, or the 
people of the City of New York who must pay 
the bill for beds which are being occupied 
needlessly, an empty bed represents a saving. 
To resolve this financial conflict of interest, 
the community should insist that needed beds 
be utilized maximally and optimally and that 
unneeded beds be closed. But who today has 


I do not advocate governmental control over 
private medical services and hospitals, if it 
can be avoided, for I foresee other evils. But, 
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Conclusion 


the right and the power to prevent this daily 
waste of community resources? 

New York City has one hundred and sixty- 
seven hospitals.: Many merely duplicate the 
facilities in better institutions and needlessly 
magnify the bill which the community must 
pay for their construction, their maintenance, 
and their physical and functional obsolescence. 
Among Catholic hospitals, there are rival 
institutions supported by different religious 
orders. Jewish hospitals were established by 
reformed Jews, the orthodox, and the in-be- 
tween, by Jews who came from west of Berlin, 
by those from east of Berlin, and by those 
who came from south of the Carpathians. 
Protestant hospitals have been established by 
Episcopalians, Presbyterians, Methodists, Luth- 
erans, Baptists. Still other hospitals in the city 
were established by Germans, French, Italians, 
Norwegians, Swedes, and by a variety of non- 
sectarian agencies. Only the atheists, the 
Christian Scientists, and the Moslems have not 
yet entered the field. And, finally, we have 
twenty-two municipal hospitals in New York 
with over twenty thousand beds and an annual 
operating budget of over $150 million. 

Apply the possible savings I have outlined 
to the national scene and the picture becomes 
truly alarming. According to the Department 
of Health, Education, and Welfare, the people 
in this country spent $5.5 billion in 1959, for 
private hospital care and insurance.’ The na- 
tion’s total private medical bill that year 
was $18.3 billion. This figure does not include 
the cost of maintaining governmental hospitals 
and services, local, state, and federal, out of 
general tax revenues. A more modern organ- 
ization and better supervision of private med- 
ical practice, and reform of wasteful hospital 
practices could easily save the people of this 
country $1.1 billion a year in hospital costs 
plus an incomputable amount for medical care. 


I am impatient with the majority of my pro- 


fessional colleagues who endeavor to promote 


the public belief that all is right in the medical 
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world under our present unregulated and inade- 
quately supervised, free enterprise system of 
medical and hospital practice. 

Without authoritative leadership, we shall 
never find our way out of this welter of en- 
tangling benefactions. Waste and duplication 
will be multiplied and costs will continue to 
soar until government is obliged to take over. 

The Division of Hospital Review and Plan- 
ning, recently established by state law in the 
New York State Health Department, and its 
local regional councils offer some hope for a 
reorganization of hospital services provided the 
membership of the Regional Councils will ex- 


clude all representatives of institutions and 
agencies with vested interests. The Mayor's 
recently appointed Task Force on Reorganiza- 
tion of the City’s Health Services could be 
effective if it were given the power or the 
means of persuasion. 

Borrowing the words of the late Fiorello 
La Guardia, what is needed is “Patience and 
Fortitude” and—above all—we need courage. 
I am not optimistic that we shall find the re- 
quired insight or courage at this time at any 
level of government, and there is no outstand- 
ing consumer leadership which can serve today 
as the Voice of the People. 
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WHAT'S YOUR EKG DIAGNOSIS? 


Read the EKG and compare your find- 


ings with those of a top specialist. 
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PROSPECTS IN VOLUNTARY HEALTH INSURANCE 


THE THIRD PARTY IN 


Se 1935, in this country, 
there has been a marked growth in voluntary 
health insurance as a method of spreading the 
cost of medical care, so that the full weight 
of a severe illness does not suddenly all fall 
on an unprepared individual. Insurance, how- 
ever, does not create wealth; it merely dis- 
tributes the cost and this is something that 
we must remember; nay, we must reiterate 
again and again. 

Other methods of meeting the costs of 
medical care have been tried. There have been 
closed panel plans, where a person pays a 
premium and the plan hires physicians on a 
capitation basis, or so much each for every 
patient on his panel. There have been union 
health plans of various types, with the union 
arranging for health care by buying insurance 
or by setting up clinics, hospitals, or health 
centers. There has been government coverage 
of Government workers. And recently the Pres- 
ident has proposed certain hospital payments 
for old-age persons under social security cover- 
age, which has been referred to as “insurance,” 
although the U.S. Supreme Court has ruled that 
it is not insurance but taxes, as the payments 
taken and the benefits paid can be changed by 
any Congress and the old-age person has no 
vested interest in the moneys. 

But no matter who pays the bill, one of the 
major problems facing us, is the rapidly in- 
creasing cost of medical care. This covers 


drugs, hospitals, nurses, and doctors. The 
greatest rise has been in hospital costs, of which 
about seventy percent is the cost of labor. It 
takes fourteen to eighteen persons to maintain 
one patient in a hospital under our present 
methods each day, and the salaries of these 
people have been increasing as the value of the 
dollar decreases. In New York City today, the 
cost is $32 to $36 a day for room and main- 
tenance; a nurse on an eight-hour shift is $18; 
and there may also be a hospital charge for one 
meal for her. There is no present prospect of 
any decrease in the cost of hospitalization and 
the costs will probably continue to increase in 
the future. Many organizations are investigat- 
ing the high cost of medical care. The Amer- 
ican Medical Association has a two-year com- 
mission working on this; unions, lay bodies, 
and others are seeking means to reduce the 
cost without affecting the high grade of care 
which patients must have. Hospitals themselves 
are trying different approaches—“progressive 
care” where the very sick or postoperative 
cases are grouped together under special nurs- 
ing care, later moved on to areas where prac- 
tical nurses can take over, and finally put in 
convalescent areas, where the ambulatory pa- 
tient can help do some of the work of bed 
making and feeding himself, to cut down on 
personnel and so lower the cost. Other hos- 
pitals are trying new building types, where a 
single nurse can supervise more patients. 
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But, in spite of all attempts to lower the 
costs of medical care, as a practical matter, we 
must look forward to a constant rise in cost 
over the years. In part, this is due to the fact 
that we now have intricate procedures which 
were impossible in the past, but can now be 
carried out—heart surgery, removal of lungs or 
parts of them, extensive surgical repairs of 
deformities, brain operations, extensive new 
work on blood, cancer, virus diseases, and an 
ever growing list of other health problems. 
Research is constantly pushing back the fron- 
tiers of what we can cure, and our people 
very properly expect the medical profession to 
make these modern treatments available to 
them. Much of the new equipment is costly 
and cannot be manufactured on a mass pro- 
duction basis because only certain hospitals 
need it or have the trained staff to operate it. 
Not every hospital should be equipped to deal 
with the rare case, but these unusual problems 
can be forwarded to the large teaching uni- 
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versity hospital centers where equipment is 
available. As an example of unnecessary med- 
ical use, I might mention the case of a lady 
who phoned me the other day and asked where 
she could get a complete physical examination. 
Should she go to a group center or to a private 
physician? She wanted everything examined 
and a complete set of tests done. I asked her 
how complete an examination was necessary 
and whether she had any specific complaints, 
or any areas of her body that she especially 
wanted checked. I explained that, if brain in- 
jury, or damage, was suspected, beside the 
routine physical and neurological testing of 
nerves, we would take an electroencephal- 


Dr. Dorman is Second Vice President, Medical Con- 
sultant, New York Life Insurance Company and Trustee, 
American Medical Association. 

Delivered at panel on Changing Attitudes Toward 
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more Hotel, Friday, March 24, 1961. 
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ogram, we would do a spinal tap, and might 
even have to drill holes in the skull and in- 
sert air into the ventricles for an air encephal- 
ogram. Some of these tests carry a slight risk 
and, if they are not indicated, we avoid them. 
In a complete heart check, aside from listening 
to the heart and noting pulse, blood pressure, 
and heart sounds, we take chest x-rays to show 
size and contour. Then, if further tests are 
indicated, we put the patient in the hospital 
for cardiac catheterization, putting a rubber 
tube into the vein of the right arm and push- 
ing it into the heart. We can then insert dyes 
and get a better idea of the heart cavity, its 
walls, its valves, and its general functioning. 
There are still further tests of blood contents 
of CO., oxygen, and other elements which are 
drawn from various chambers of the heart and 
analyzed in the laboratory. But here again, 
‘there is some risk and a great deal of expense 
and loss of time and unless there is some in- 
dication of necessity, we do not go into all 
these details. She could readily see that all 
these detailed tests of every portion of the 
body were not essential, unless there was a 
positive indication for such specialized investi- 
gation. She settled for a general physical ex- 
amination including eyes, ears, a chest x-ray, 
electrocardiogram, blood count, and blood 
chemistry. Even gastrointestinal x-rays show 
little if the patient has no digestive symptoms 
and the amount of radiation involved does not 
warrant the exposure without cause. By thus 
curtailing her examination, she saved an out- 
of-pocket expenditure of several hundred dol- 
lars and, at the same time, avoided unwar- 
ranted risks of infection and radiation. 

This shows how easy it is to plan to overuse 
medical care and at present costs, we must 
guard against this. Suppose this were covered 
by insurance. Such use would mean that pre- 
miums would have to be increased again. 

I have been asked about the perspectives in 
voluntary health insurance. The unions are 
demanding that every medical dollar be 
covered by insurance, so that the patient pays 
nothing out of his own pocket for diagnostic, 
preventative, out-patient, or in-hospital care. 
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This is extremely expensive coverage, because 
the cost of processing a claim for an office 
visit, for instance, may be greater than the 
fee itself, so by premium you must pay double 
the fee you would have personally laid out. 
Remember, insurance does not create wealth! 
Then we also run into human reactions. If 
there is no charge, many people go to a doctor 
when it is not necessary—of course, others 
avoid doctors at any time. Often an older 
person, who is alone and lonely, will visit the 
doctor daily for the attention they receive and 
a chance to chat. Others feel that they have 
a lifetime entree to his office and come in for 
inconsequential trivia. This increases the cost 
of insurance coverage. Because of these factors 
and the normally increasing costs of medical 
care, many people feel that the only way to 
meet these costs is by governmental collection 
of the moneys by a tax on all the people under 
some such mechanism as social security. 

If this is done, private insurance coverage 
lapses and falls into disuse. Why should I 
pay for insurance out of my own pocket, when 
the government will meet the bill? But a later 
reaction is for health insurance to come back, 
because people are not satisfied with the 
quality of medical care under governmental 
systems in many of the countries where it has 
been tried. In Canada, people are buying in- 
surance to provide for private hospital rooms 
beyond the so called “free” government-paid- 
for ward and semi-private accommodations. 
This insures earlier admission to hospital and 
more personalized service. In England, health 
insurance to pay the private practitioner out- 
side of the Government Health program, is 
selling at a faster pace than ever before, so 
that people can see their private physician and 
use their private hospital facilities without 
delays and with more individual attention. 
Germany is also facing this problem. 

Certain other factors enter the picture when 
government takes over the financing. The Su- 
preme Court has ruled that what the govern- 
ment pays for, it may regulate. In those coun- 
tries where government payment of physicians 
has taken place, the salaries of .the doctors 
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have lagged behind the general increase in 
salaries and there has been discontent and in 
some cases strikes by doctors, as in Japan and 
earlier in Austria. Where such conditions pre- 
vail, young men hesitate to enter the profes- 
sion and research and medical advances fall 
off or come to a halt. The work load on the 
individual physician has also been such that he 
cannot give the same length of time to each 
patient, and beside long waits in offices, some 
patients feel that they have received poorer 
care. 

When we consider background of the fu- 
ture of health insurance, we realize that we 
are standing on the threshold of important na- 
tional decisions. If government comes into this 
area of payment for the aged, this type of 
solution will soon spread to cover all persons 
of any age, whether they need it or not. The 
cost in taxation will be such that social security 
taxes will often be greater for a married worker 
with two children than are his income taxes. 
Under these circumstances, health insurance 
sales, Blue Cross, and Blue Shield will soon 
disappear. Whether they will later return will 
depend on public demand. If continued, they 
will cover only a modicum of benefits, for very 
specialized conditions. 

If, however, the American public decides 
against Government medicine and its long 
range results, health insurance will continue 
as a bulwark of our free enterprise system, not 
in making wealth, but in spreading the costs 
of disease disaster. New forms of group prac- 
tice, new techniques of treatment, new types 
of hospitals will continue to develop, in order 
to limit the increase in the costs of medical 
care as much as possible. New developments 
in insurance will take place. In the last decade 
we saw the emergence of “major medical in- 
surance,” or coverage for catastrophic illness. 
In the past few years, special policies for the 
aged have been developed which exclude un- 
necessary coverage such as obstetrics, repair of 
congenital deformities, and other items with 
which the aged are not faced. Hospitals are 
trying to work out some way of giving lower 
rates to the needy aged, and programs are 


(VOL. 89, NO. 9) SEPTEMBER 196! 


being started to get lower costing drugs for 
this group. The insurance industry is continu- 
ally seeking how to bring out new forms of 
coverage to care for certain needs of people at 
the lowest rate consistent with proper cover- 
age and without jeopardizing the guarantees 
which they have given to their insured. There 
is, however, a point beneath which the price of 
a policy cannot be reduced if it is to give good 
coverage. On the other hand, there is a cost 
above which no policy can be sold to the 
buyer, because the price is too high. So there 
are built in limitations to what insurance 
can do. 

But a person then says, “government is not 
so limited.” If costs continue to rise, govern- 
ment will either have to increase the taxes it 
takes in to pay for it, or it will have to con- 
trol prices and the amount it has to pay out. 
With control of prices, value drops. Cheaper 
medical care is not always a good economy in 
the long run. It may involve unnecessary 
delays in caring for illness or in entering hos- 
pitals. Cheap medical care does not permit the 
expense of medical advances and a country 
must be dependent then on the initiative and 
advances of others. United States medicine 
now holds a firm position in the forefront of 
discovery and advances. 

Will insurance ever cover the entire popu- 
lation? I do not see how this can be done un- 
less someone will pay the premiums for those 
who cannot afford to do so themselves. Some 
people will not buy insurance for other reasons, 
but they are in the minority. Should govern- 
ment pay for insurance for the needy? This, I 
believe, could be done if the government paid 
the premiums of voluntary health insurance 
policies. This has been worked out for Govern- 
ment workers and could also be done for the 
poor. There are those who feel that the 
Government should not even do this directly, 
but should give such money to the individual 
to spend as he sees fit. If he is undernourished 
and merely needs food, perhaps he would be 
wiser to spend his money on bread and meat 
than to invest it in a health premium, or if he 
is cold, perhaps he needs to buy an overcoat, 
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instead of buying more insurance against 
illness. 

As I pointed out earlier, the future of vol- 
untary health insurance lies in the balance. 
This is not a lucrative field for the insurance 
companies and the margin of profit has been 
cut to a minimum because of competition be- 
tween companies and because of an unex- 
pectedly high rate of utilization of medical 
facilities by those who are covered by such 
insurance, as well as the rising costs of medical 
care which I have previously touched upon. 
Groups of persons shop around for the most 
reasonable premium rates that they can find, 
and if that group’s “loss ratio,” or “experience 
rating,” is good—in simple language, if they 
have not had toc much illness or use of the 
insurance coverage—their own or another in- 
surance company will give them a lower rate 
for the next year or two. There has also been 
competition between the Blue Cross and the 
Blue Shield groups and the commercial car- 
riers with claims of unfair competition, be- 
cause the commercial carriers prefer those 
groups of clients which give them the best rates 
on the one hand, and on the other hand the 
fact that Blue Shield has “service benefits” 
which means that under a “service” contract 
their doctors will accept the fee schedule of 
Blue Shield as complete payment of their bill 
if a person’s total income is under a certain 
annual amount, such as $4,000 in New York 
City. However, only those physicians who have 
voluntarily joined Blue Shield as “participating 
doctors” are bound by this agreement, and for 
various reasons (which I regret and have not 
time to go into at present), many young 
doctors are not signing up for this and some 
older doctors are resigning from their partici- 
pation. The American Medical Association is 
at present engaged in bringing together Blue 
Shield, Blue Cross, the American Medical As- 
sociation, and the American Hospital Associa- 
tion to try to work out closer cooperation in 
giving the public better insurance coverage for 
illness. It is also holding discussions with rep- 
resentatives of the voluntary insurance com- 
mercial carriers to the same ends. We are 
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hopeful that by thus pooling the minds and 
energies of leaders in these fields, we may be 
able to come up with new approaches to pa- 
tient care and to new methods of covering 
payment for such care. We must experiment 
with new techniques and choose those which 
are best for our people. 

There is one other point on which I should 
like to touch and that is “capitation” as op- 
posed to “fee for service.” Under “capitation” 
you pay so much per person, whether the 
doctor sees him or not—say $2 per person per 
year—while under “fee for service” the doctor 
is paid for each visit or treatment. In making 
collections, the capitation system works out 
well, but in payment of physicians, it is open 
to debate. Human nature being what it is, we 
find some physicians who (knowing that they 
will get $2 a year from each patient, whether 
treated or not) will tend to give the patient a 
cursory check or treatment. This will not hold 
for the truly conscientious physician, and as a 
well-run organization will be held in check by 
careful supervision. In the “fee-for-service” 
method of payment, what is done controls the 
amount of bill received and the doctor realizes 
that unless he gives satisfaction to the patient 
in time spent and treatment given, the patient 
will go elsewhere. The two systems have been 
combined in the industrial practice in Ger- 
many, where a capitation fee is paid to the 
medical society or organization, and then the 
individual doctor bills the society on a fee-for- 
service basis for the patients he has actually 
treated. If there is a sudden epidemic or an 
overuse of medical facilities in any one month, 
then the medical society divides the available 
funds among the doctors’ bills on a percentage 
basis, so that during that period any doctor 
may collect ninety percent, or seventy-five per- 
cent, or possibly less on the amount of the 
bills he has submitted. In this country, most of 
the capitation schemes are set up on a “closed 
panel” basis where only members of the panel 
are available to the patients, with some excep- 
tions. At times, these have been attacked as 
unethical, but I want to point out that there 
is nothing unethical in this method of practice 
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per se. It is true that unethical medical prac- of new ways of meeting the costs of medical 
tices can spring up under any method of care, and I hope that we will be able to 
practice, but ethics concerns the relationship of maintain our high standards of medical prac- 
doctor to patient and doctor to doctor, and tice and our advance in new fields of medical 
these other matters are questions of economics. care. In these areas, I am sure that voluntary 
Under our American system of free enter- health insurance will play an increasing role. 
prise, I feel sure that we shall see further trials , 51 Madison Avenue 


RIBOFLAVIN IN SUSTAINED-RELEASE 
VITAMIN PREPARATIONS 


Studies were conducted on the physiologic availability 
and in vitro release of riboflavin from sustained-release 
vitamin preparations. Of five products tested, none showed 
sustained urinary excretion of riboflavin in human subjects, 
or gave full availability of the vitamin in vivo. Sustained 
urinary excretion of riboflavin was obtained, however, by 
dosing at two-hour intervals, and the percentage excretion 
under these conditions was similar to that when the same 
amount of the vitamin was given as a single dose. The 
rate of release of riboflavin in simulated gastric and intes- 
tinal juices differed markedly from product to product, and 
was not closely correlated with in vivo results. Tablets of 
one product, containing all the vitamin A, most of the 
thiamine and lesser amounts of the ascorbic acid, niacin 
amide and riboflavin present in the original tablet, were 
recovered from the feces of 3 subjects. 

On the basis of available information, the formulation of 
sustained-release riboflavin preparations seems unwarranted 
and unnecesary, and claims for any physiologic advantage 
to this type of medication seem unjustified. 

A. B. MORRISON, PH.D., C. B. PERUSSE and 


J. A. CAMPBELL, PH.D. 
The New Eng. J. of Med. (1960), Vol. 263, No. 3, Pp. 115-119. 
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A SPECIAL ARTICLE 


TUMORS OF THE SKIN 


Benign and malignant tumors of the skin 
that are commonly seen in general practice 


ALFRED W. KOPF, M.D., M.S., New York, N. Y. 


I. STATEMENY: No 
organ of the body develops more excrescences 
and “growths” on it than the skin. Not only 
because it is constantly visible but, in an ab- 
solute sense, the skin is the most notable site 
of both benign and malignant neoplasms in 
man. If one considers the common mole alone, 
letting aside numerous other types of common 
tumors, one can count over three billion at any 
time on the skins of our countrymen. Add to 
this that cutaneous malignancies are of greater 
incidence than cancers of any other organ and 
it becomes certain that general practitioners 
must be constantly consulted about skin tumors. 
In order to meet the most usual questions of 
patients and technical problems of diagnosis 
and management of such lesions, the salient 
features of commonly encountered benign and 
malignant cutaneous tumors are set forth below. 


II. Common Benign Tumors of the Skin 


It is possible to list several dozen types of 
benign tumors of the skin. Most are neoplasias 
of the principal tissues or structures of the skin, 
i.e., epidermis, adnexa and dermis. The re- 
mainder are of other elements like blood ves- 
sels, nerves, smooth and striated muscles, re- 


ticuloendothelial and blood constituents and 
fat. As the word “benign” suggests, none is 
inherently serious but almost all give rise to 
problems of management for reasons that range 
from relatively trivial cosmetic considerations 
to weighty indications like interference with 
function, pain, extreme unsightliness or future 
danger. Fortunately most of them can be man- 
aged by simple extirpative methods. In what 
follows, six of the most common benign skin 
tumors are described and feasible methods of 
management are given. 


1. Pigmented Moles 


There are many flat and raised, non-inflam- 
matory lesions of the skin that are shades of 
tan, brown, blue or black because they contain 
melanin. Examples are freckles, café-au-lait 
spots and common pigmented moles. The lat- 
ter is the type for which a medical opinion on 
the wisdom of removal for prophylactic or cos- 


Dr. Kopf is Associate Professor of Dermatology, New 
York University Post-Graduate Medical School; Head, 
Oncology Section, Skin and Cancer Unit of the University 
Hospital, New York University Medical Center. 

*From the Department of Dermatology of the New 
York University Post-Graduate Medical School. 
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metic or more urgent reasons of change in 
character is most frequently sought. What 
makes the rendering of a sound opinion diffi- 
cult for many physicians is lack of knowledge 
about clinical variety, histogenesis, natural his- 
tory and potential for malignant change of pig- 
mented nevi. The essential facts are as follows: 

Common pigmented moles consist, for the 
most part, of “nevus cells,” i.e., modified neuro- 
ectodermal elements that have an ability to 
produce melanin pigment. The clinical appear- 
ance of pigmented moles is varied and depends 
to some extent upon the position of the massed 
nevus cells in relation to the epidermis and 
dermis. Of course, that position cannot be read 
with certainty on clinical grounds alone. How- 
ever, with study and accumulated experience, 
shrewd guesses can be made in many instances 
as to whether nevus cells are located a) junc- 
tionally, i.e., at the line of meeting of epider- 
mis and dermis, b) intradermally, i.e., entirely 
within the dermis, or c) in compound position, 
i.e., both at the dermo-epidermal junction and 
within the dermis. Of course histologic an- 
alysis of biopsies of nevi establishes such facts 
without doubt (Figure 1). The differentiation 
of pigmented nevi into junction, compound and 
intradermal has significance since it is generally 
accepted that, when malignant melanoma arises 
within a mole, it does so only in those lesions 
which contain substantial junction nevus cell 
nests (i.e., from junction and compound nevi). 
Pure intradermal nevi are thought to be 
incapable of giving rise to malignant mela- 
noma. 

The clinical characteristics of common moles 
are of great variety. In size, they may range 
from pinhead spots to areas covering almost 
the entire cutaneous surface; in shape, they 
may be flat, or elevated, as dome-shaped, poly- 
poid, or sessile, formations; in outline, they 
may be round, oval or irregular; in number, 
they may vary from a few to hundreds, or, 
rarely, even thousands; in surface morphology, 
they may be hairy, hairless, smooth, verrucous, 
velvety, mammilated, or cerebriform; in con- 
sistency, they are usually firm, or rubbery, but 
may be very soft, or barely palpable; in color, 
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JUNCTION NEVUS 


COMPOUND NEVUS 


INTRADERMAL NEVUS 


FIGURE 1 Schematic representation of 


the positions of nevus cells in the three 
histologic types of pigmented nevi. 
From above downward, the position is 
1) at the junction of the epidermis 
(shaded) and dermis (unshaded), 2) at 
both the junction and within the dermis 
and 3) entirely within the dermis. 
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FIGURE 2 JUNCTION NEVUS. This quies- 
cent nevus on a leg is but slightly raised, 
has been present for many years in its 
present form and does not require treat- 
ment for any compelling reason like pro- 
phylaxis against malignant change. If it is 
cosmetically objectionable, excision is the 
method of choice. 


FIGURE 3 COMPOUND NEVUS. This quiescent, 
raised nevus on the cheek of a child has, as nearly 
all raised nevi in pre-pubertal subjects, some 
nevus cell nests at the dermo-epidermal junction 
in addition to some within the dermis. Again no 
treatment is necessary for urgent or prophylactic 
reasons. If removal is desired for cosmetic 
reasons, neat excision is best. 


FIGURE 4 INTRADERMAL NEVUS. This common, 
raised mole on the bridge of the nose of a young 
adult is utterly benign. If desired, it may be re- 
moved with impunity by surgical or cauterizing 
methods. 
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they may be pink, reddish, tan, brown, blue, 
black, or the color of the skin. 

In order to decide what to do about a mole, 
it is necessary to consider in addition to clini- 
cal characteristics, the age of the patient and 
the location, duration, and evolution of the 
mole. In general, flat, pigmented lesions in 
children and similar appearances on palms, 
soles, nailbeds, genitalia and mucous mem- 
branes at any age are junctional; raised, tan, 
or skin colored, smooth surfaced lesions of the 
common mole type are for the most part com- 
pound in children and intradermal in adults, 
but many exceptions occur. It is even more 
difficult to make such clinico-pathologic cor- 
relations in the post-pubertal years. However, 
as another wide rule, understanding that there 
are exceptions, it can be taken that pigmented 
nevi in adults which are flat and mottled, or 
but slightly raised, or verrucous usually have 
junctional nevus-cell nests, whereas those that 
are dome shaped, polypoid, sessile, peduncu- 
lated or firm (fibrous) are more likely to have 
their nevus cells entirely within the intradermal 
position (Figures 2, 3, 4). 

The natural history of evolution of nevi can 
be broadly described as follows: Somewhat 
less than three percent of infants have clinically 
discernable nevi at birth.' During the first two 
decades of life, moles may appear haphazardly 
and anywhere on the skin. By the third decade, 
everyone has something of the order of fifteen 
to twenty pigmented nevi on the skin.2? From 
the fourth decade on, there is a strong tendency 
for moles to undergo fibrosis and even dis- 
appear entirely.*° Within these average trends, 
it can be said that, whereas almost all nevi of 
childhood are junctional, there is transition of 
almost all of them to intradermal position of 
nevus cells in those that persist into maturity 
and old age. 

The most important clinical judgement re- 
quired about any nevus presented for advice— 
more important than fine points of type—is 
that of the possibility that malignant change 
has taken place, or is about to take place. No 
single or simple clinical feature tells this but 
a sum of signs may be foreboding and indicate 
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TABLE | DANGER SIGNALS SUGGESTIVE OF 
MALIGNANT TRANSFORMATION OF 
PIGMENTED NEVI 


. CHANGE IN SIZE, 
especially sudden enlargement. 


. CHANGE IN SURFACE CHARACTERISTICS, especially 
scaliness, erosion, oozing, crusting, bleeding, 
ulceration, or development of a granuloma 
pyogenicum-like lesion. 


. CHANGE IN CONSISTENCY, 
especially softening, or friability. 


. CHANGE IN SHAPE, 
especially rapid elevation from a previous flat con- 
dition. 

. CHANGE IN COLOR, especially sudden darkening, or 
loss of color, or spread of pigmentation from the 
periphery into previously normal-appearing skin. 

. CHANGE IN SYMPTOMATOLOGY, especially a 
sense of pruritus, tenderness, or pain. 


. CHANGE IN SURROUNDING SKIN, especially 
signs of inflammation (redness and swelling), 
or appearance of satellite pigmentations. 


the necessity for more definitive investigation 
by histologic study. Such signs are listed in 
Table I. It should be emphasized that the de- 
velopment of one of these danger signals in a 
mole does not necessarily indicate malignancy, 
e.g., many moles suddenly darken during preg- 
nancy without connoting malignancy then or 
later. 

Much has been said and written about the 
desirability of wholesale removal of pigmented 
nevi in certain sites (e.g., palms, soles, belt 
lines, etc.) because those sites are notable for 
the possibility of trauma and because trauma 
may “activate” a nevus to malignant change. 
Such advice is based on circumstantial evi- 
dence. It is still moot if such sites and the 
potential for trauma to be inflicted there are 
significant in transformation of nevi to malig- 
nancy. The point requires further study. 

Most pigmented moles are harmless in them- 
selves and are brought to medical attention 
for cosmetic reasons. However, about half the 
patients who develop malignant melanoma give 
a history of a preexisting mole at the site of 
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FIGURE 5 SUPERFICIAL (STRAWBERRY) HEMANGIOMA 
Vascular nevi of this type are common. They may be present 
at birth or appear shortly after. Most hemangiomas like this 
tend to enlarge for six months to a year, more or less, and 
then almost always undergo spontaneous involution in the 
next few (4 to 7) years. Treatment is therefore not essential, 
but if insisted upon, this is the type which is superficial 
enough to "respond" satisfactorily to cryotherapy. 


origin of the malignancy. Assuming even that 
malignant melanoma always arises from pre- 
existing moles, noted or not, what are the 
chances of such a transformation? Relating the 
incidence of malignant melanoma of the num- 
ber of nevi extant at anytime, the random 
possibility comes to less than one in a million. 

We now come to the practical problem of 
what to do about pigmented moles. The man- 
agement of malignant melanoma will be dis- 
cussed in the addendum later, but at this point 
we consider the quiescent lesion that is pre- 
sented largely for cosmetic reasons. The first 
questions to answer are: May such a process 
be attacked, in any manner, without danger 
of exciting malignant change, and are some ex- 
tirpative modalities safer than others? The 
answer to these questions have been matters 
of debate, frequently vehement and even acri- 
monious, for years. The consensus among der- 
matologists is that inherently quiescent pig- 
mented moles may be safely removed, com- 
pletely or partially, by a number of methods 
which include chemocautery (application of de- 
structive acids), electrosurgery (desiccation), 
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cold steel surgical procedures (scal- 
pel, curette), or cryotherapy (freez- 
ing). The danger lies not in the extir- 
pative means but in the mistake of 
taking a transforming or established 
malignancy to be a benign process. 
When clinically inescapable malig- 
nancy ensues after such a procedure, 
it has not been on account of it but 
because malignancy was already in 
being or well established and mis- 
diagnosed. No verified instance, or 
indubitable report, has come to my 
attention in which a_ histologically 
proven benign mole has become ma- 
lignant following therapy. 

Finally, given then the judgment 
that it is desirable to remove a pig- 
mented mole because it is unsightly, 
how does one then procede? Each 
case must be individualized. The 
method of treatment selected will de- 
pend primarily on the experience of 
the physician with different instrumentalities, 
the size and position of the mole and, to some 
extent, the wish of the patient. Thus, a given 
mole may be cleanly excised in standard sur- 
gical manner, if that will give the best cosmetic 
result. Otherwise, simpler methods of removal 
may be employed like thermal, electrical, or 
chemical cautery, or liquid nitrogen with equal, 
or even better, cosmetic results. All these 
widely used methods are safe and satisfactory, 
given the skill in use of instruments and mate- 
rials required and good judgment that one is 
not dealing with something more serious than 
a common, quiescent, pigmented mole. If one 
were to make a rule of thumb about which 
method to employ, assuming one is skillful in 
all of them, it would be something like this: 
Let excision be the method of choice for all 
utterly flat, dark nevi and all other lesions 
that are suspect of the possibility of malignant 
transformation because they have suffered 
some of the changes listed in Table I. 

Most other raised moles can be levelled to 
the surrounding skin by the less complicated 
methods. 


MEDICAL TIMES 


: 
4 
4 
bd q 
a 


A particularly practical and good approach has 
been to take a shave biopsy of the raised por- 
tion of the mole for histologic examination and 
then flatten the remainder of the lesion by 
chemical or thermal destructive methods. 


2. Hemangiomas 


Cutaneous hemangiomas are benign prolif- 
erations and ectasias of blood vessels which 
occur within the skin and subcutaneous tissues. 
The two most common types of hemangiomas 
which represent problems in practice are straw- 
berry hemangiomas and cavernous hemangi- 
omas. They occur separately or in association 
and with few exceptions are limited to the early 
years of life, appearing at or shortly after birth 
and undergoing spontaneous involution in the 
majority of instances before school age.*: °: ° 

Clinically, strawberry hemangiomas are 
bright red, soft, easily compressible, superficial, 
spongy growths (Figure 5), whereas cavernous 
hemangiomas are more deeply situated in the 
skin and subcutis giving rise to palpable tumors 
which often bulge outward and result in bluish 
discoloration of the overlying skin. An element 
of the superficial strawberry variety frequently 
overlies the larger, deeper cavernous process. 

The natural course of most hemangiomas of 
these types is as follows: The vascular mass 
may be present at birth, or develop shortly 
after. During the first three to six months 
(occasionally even up to eighteen months), the 
lesions enlarge, often at a rate exceeding the 
general growth of the infant. After a station- 
ary period of several weeks to months, spon- 
taneous regression begins and, by the time the 
child reaches the fourth to seventh birthday, 
most hemangiomas have almost completely re- 
gressed without therapy. Cavernous hemangi- 
omas are somewhat slower in their involution 
and many leave a cosmetically objectionable 
protruding “pouch” of redundant skin beneath 
which are remnants of the hemangioma along 
with fibrous and adipose tissue. 

Most hemangiomas regress by spontaneous 
involution in the manner described, but some 
become troublesome because they involve un- 
usually extensive areas, become infected, ne- 
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crotize or are associated with underlying bony 
deformities. Some even are the cause of an- 
emia (by hemorrhage), of thrombocytopenia 
(by the sedimenting or entrapment of plate- 
lets), of obstructive phenomena because they 
encroach on external orifices (of the anus, 
urethra, eye, mouth, or nose), or of threat to 
vital organs (e.g., to the eye by retrobulbar 
involvement). While all of these complications 
have been recorded, their occurrence is un- 
common. 

Since strawberry and cavernous hemangi- 
omas have such a strong tendency to regress 
spontaneously, more and more physicians to- 
day are educating parents about the favorable 
natural course of these lesions and advising de- 
ferment of therapy. Although watchful wait- 
ing is undoubtedly the wisest approach in most 
instances, there is a definite place for early 
treatment of some hemangiomas, namely those 
which are periorificial or mucosal, involve 
widespread areas, enlarge with undue rapidity, 
or threaten to compromise important organs. 

Methods of treatment include radiation 
(principally radium, or x-ray), cryotherapy 
(refrigeration by liquid nitrogen, or solid car- 
bon dioxide), injection of sclerosing solutions 
(e.g., sodium morrhuate) and surgical pro- 
cedures (ligation of feeding vessels or total 
excision). The most important complication of 
therapy is sudden, deep necrosis of the lesion, 
since this tends to produce objectionable cos- 
metic defects. Therefore when using sclerosing 
solutions, or applying dry ice, extreme care 
must be exercised that the treatment is carried 
out in such a manner that ulceration is avoided. 
For this reason, many practitioners prefer radi- 
ation methods, but here it is also important 
that the dosage of ionizing radiation should not 
result in undesirable radiation sequelae. 

The commonest method used by dermatol- 
ogists for the treatment of strawberry heman- 
giomas is the application of “dry ice” to the 
surface of the lesion. The approximate tech- 
nique is as follows: A piece of solid carbon 
dioxide is cut to the shape and size of the 
hemangioma (or to a fraction of the size of 
the lesion, if it is large) and applied to the 
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lesion with light to moderate pressure for ten 
to thirty seconds per treatment. The amount 
of pressure and duration of application are dif- 
ficult to state with precision. It takes some ex- 
perience to judge how much or how deep a 
freeze to create each time. It is helpful to pro- 
tect the adjacent normal skin by stripping it 
with tape or by delivering the hemangioma 
through a properly sized hole in a piece of 
cardboard. The immediate effect of the treat- 
ment is hardening and blanching of the treated 
site. This is followed in a minute or two by 
thawing and reactive hyperemia. On subse- 
quent days the milder reactions subside or 
blistering, oozing and crusting may occur. 
Repeated treatments at four- to six-week inter- 
vals are carried out. 

When treatment of cavernous hemangiomas 
is indicated radiation methods are preferable. 
Such means require great expertness. Cryo- 
therapy has no place in the treatment of these 
deep-lying lesions, because a feasible freezing 
effect of topical cryotherapy cannot penetrate 
to the depth of the subcutaneous vessels which 
exist in cavernous hemangiomas. It would en- 
tail an unbearably long application and an un- 
acceptable ulceration to treat these lesions by 
refrigeration. Early surgical excision is war- 
ranted only in rare instances. Some surgeons 
recommend ligation of “feeding vessels” which 
enter the hemangiomas from varying directions. 
Surgical’ excision of redundant residual tissues 
which sometimes remain in the wake of a cav- 
ernous hemangioma is often helpful in improv- 
ing the final cosmetic appearance. 


3. Cutaneous Tags 


Cutaneous Tags are soft, sessile or pedun- 
culated, skin colored to dark brown, fleshy 
tumefactions of pinhead to match-head size 
that are exceedingly common on the sides of 
the neck, in the axillae and on the face 
(especially on the eyelids). Women are more 
often affected than men and pregnancy has 
been noted to be followed by the development 
of such lesions. Treatment is simple. Sessile 
units may be lightly electrodesiccated and cu- 
retted away; hanging tags can be treated simi- 
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larly or their stalks snipped and minor hem- 
orrhage controlled by electrodesiccation. 


4. Seborrheic Keratoses 


Seborrheic keratoses (also called verrucae 

senilis, and not to be confused with senile 
keratoses) are light tan to dark brown, sharply 
marginated excrescences whose surfaces are 
rough and waxy (Figure6). They have a 
“stuck-on” appearance and tend to fragment 
into greasy scales when scrapped with a finger- 
nail, or curette. The covered portions of the 
body (chest and back, submammary areas) are 
favored sites for the development of such 
lesions but the face, arms and indeed the rest 
of the hair-bearing skin may have them. They 
may number from few (one to ten) or many 
(scores to hundreds). Some persons have a 
special tendency to develop seborrheic kera- 
toses as an aspect of a family or genetic trait. 
Middle and old age are the usual times to see 
them. 
The simplest method of extirpation of 
seborrheic keratoses is by sharp curettage and 
staunching of capillary hemorrhage by styptics 
(e.g., Monsel’s solution), or light electrodesic- 
cation. Chemocautery with trichloracetic acid 
is still another simple destructive method for 
the more superficial lesions. 


5. Cutaneous Nodules 


Cutaneous nodules are firm, flat or mod- 
erately elevated, asymptomatic, smooth sur- 
faced or slightly scaly, intracutaneous masses 
whose color may vary from that of normal 
skin through ranges of tan to yellow, brown 
or black and whose size on the average is that 
of a pea (Figure 7). The origin and develop- 
ment of such lesions is complex as may be 
guessed from synonymous titles like dermato- 
fibroma, histiocytoma, and sclerosing heman- 
gioma. Some think a minor trauma (as from 
an insect bite) or a minor infection (like a 
folliculitis) may be followed by slow develop- 
ment of cutaneous nodules.’ Whatever the 
pathogenesis, these are benign processes that 
occur, usually singly, on the arms and legs 
most commonly. They require no treatment 
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FIGURE 6 SEBORRHEIC KERATOSES. These are tan, brown 

and blackish excrescences on the back. In this patient they 

number in the scores. Note their superficial, ''stuck on’ 

character. In the flesh, warty surface and greasy or waxy 
= 7m feel would be appreciated. They may be easily "wiped off" 
by electrodesiccation and curettage. 
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FIGURE 7 CUTANEOUS NODULE. This benign, asymtomatic 
' process, situated between ankle and instep in this case is a 


* 


firm, reddish-tan nodule. It is histologically a mass of histo- 


cytes, fibroblasts and stroma. At the patient's option it can 


be excised. 


but if treatment is insisted upon, then clean 
excision is the method of choice. 


6. Keloids and Hypertrophic Scars 


Processes that are designated keloids or 
hypertrophic scars are abnormal fibroblastic 
proliferations of connective tissue that some- 
times follow upon injury of the skin. It is not 
certain whether there is a meaningful difference 
between keloids and hypertrophic scars. Cer- 
tain distinctions in histologic, histochemical and 
tissue culture characteristics have been claimed, 
but it is often impossible to see differences 
clinically. One point of clinical distinction is 
that keloids are aggressive in that they tend to 
develop or invade well beyond the area of 
injury whereas hypertrophic scars tend to 
milder behavior and remain confined within 
the area of injury. Also in the course of time 
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(months) hypertrophic scars tend to regress 
spontaneously whereas keloids often persist 
indefinitely. Some persons (who cannot be 
foretold) and some races (Negro) are more 
susceptible than others. And in persons who are 
susceptible, the development of keloids or 
hypertrophic scars is likely, or probable, but 
not inevitable, for every injury. In addition to 
inherent predisposition, there are phases, or 
times of life, when the susceptibility is greater, 
or less, and there is a further factor in type of 
injury (burns are notably causal). 

The results of treatment of keloids and hy- 
pertrophic scars are not yet highly gratifying. 
However, thoughtfully planned treatment is 
worth while. Depending upon the age of the 
process and the willingness of the patient to 
endure procedures with but a fair probability 
of improvement, something (sometimes some- 
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| FIGURE 8 BASAL CELL EPITHELIOMA. Note the character- 

istic pearly, nodular border and central ulceration of this 
lesion on a lower eyelid. In this location x-radiation is the 
therapeutic method of choice, elsewhere conventional sur- 
gical or electrosurgical extirpation would also suit. 


| FIGURE 9 MULTIPLE, SUPERFICIAL BASAL CELL EPITHE- 

meme LIOMAS. Cursory examination might lead to error in con- 
fee founding lesions such as these with psoriasis. More careful 
inspection, however, would reveal central atrophy and their 
borders of tiny, closely set, translucent, pearly nodules. 

x i Relatively light electrosurgical destruction is highly satis- 


factory. 


thing very satisfactory) can be achieved. The 
following means are available and sometimes 
availing. If the lesion is “young” (under a 
year), it may regress after safe x-radiation. 
For older lesions surgical excision (if feasible) 
followed immediately by x-radiation may give 
a good to near perfect result.* However, the 
dose of radiation necessary to inhibit recur- 
rence in a high percentage of cases usually re- 
quires an amount which will necessarily pro- 
duce some degree of chronic radiodermatitis. 
After these relatively traditional methods, 
one may mention many recent methods and 
means for which success of sorts has been 
claimed. Intralesional injection, or adrenocor- 
ticosteroid suspensions (hydrocortisone, or tri- 
amcinolone) alone, or in combination with 
hyaluronidase, may soften and flatten some 
lesions. The same procedure followed by 
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electrodesiccation or intense cryotherapy, or 
dermabrasion, or the latter destructive modali- 
ties alone, may occasionally give pleasing re- 
sults in selected cases. Systemic treatment with 
corticotrophin and adrenocorticosteroids have 
been tried with at least temporary control of 
the growth. In all, the hope of good results 
in the treatment of keloids depends on the doc- 
tor’s ingenuity and patient’s fortitude. 


Ill. Common Malignant Tumors of the Skin 


There are but two common malignancies of 
the skin; namely basal cell epithelioma and 
squamous cell carcinoma. Both arise from epi- 
dermal elements or structures. Since they have 
different prognoses, they require diagnostic dis- 
tinction which can be made by clinical and 
histologic study. Of the two, the basal cell neo- 
plasm is the less serious because it is but lo- 
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cally destructive and does not metastasize, 
whereas the squamous cell variety does meta- 
stasize (primarily via lymphatics) in addition to 
being locally destructive. As cancers go, par- 
ticularly the malignant melanoma, the basal 
cell malignancies of the skin do not rate high 
in mortality and with rare exceptions they need 
not excite the ordinary horror of the word 
“cancer.” 


1. Basal Cell Epitheliomas 


By far the most common skin cancers are 
basal cell epitheliomas. For example, in the 
Oncology Section of the Skin and Cancer Unit, 
of five hundred and thirty-five consecutive his- 
tologically verified skin cancers the incidence 
of basal cell epithelioma was seven times 
greater than squamous cell carcinoma and 
twenty times greater than malignant melanoma. 

It is useful to divide basal cell epitheliomas 
into several clinical types as follows: 

(1) THE NODULO-ULCERATIVE VARIETY is 
the most usually encountered type and consists 
of pearly nodules traversed by fine teleangi- 
ectasias that surround a central eroded, or ul- 
cerated, depression which leads to repeated 
episodes of bleeding and scab (bloody crust) 
formation (Figure 8). When the crust falls 
off, or is brushed off, a pink, granular, glisten- 
ing base remains which oozes serum or blood. 
Most noduloulcerative basal cell epitheliomas 
grow slowly by peripheral spread with widen- 
ing and deepening of the central ulceration. 
Exposed areas, especially the central portions 
of the face, are highly favored sites. 

(2) SUPERFICIAL BASAL CELL EPITHELI- 
OMA is a type in which lesions generally are 
multiple and appear more frequent on the 
covered portions of the body, i.e., the trunk 
(Figure 9). The clinical picture is that of 
superficial, more or less scaly patches with 
sharply marginated but irregular, threadlike, 
slightly raised borders consisting of tiny pearly 
nodules. The central portion of such patches 
is usually erythematous and crusted in places. 
Occasionally, deeply invasive basal cell epi- 
theliomas occur within these plaques. In this 
country it is an important fact that a past his- 
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tory of ingestion of arsenic can be elicited in 
a large number of patients with this type of 
epithelioma. 

(3) Other less common varieties of basal 
cell epithelioma can be designated by certain 
special features, to wit, 

(a) Keratotic, in which the epithelioma is 
covered by superficial, firm, adherent, horny 
material. 

(b) Cystic, in which the lesion consists 
of large cystic spaces that can be visualized 
by transillumination. 

(c) Pigmented, in which melanin is pres- 
ent in amounts that at times make the clini- 
cal differentiation from malignant melanoma 
uncertain. 

The etiology of cancer in general is, of 
course, highly debatable, but for basal cell 
epithelioma certain factors seem to be opera- 
tive. Persons of light complexion with blonde, 
red, or sandy hair and blue eyes are much 
more predisposed to skin cancer than are bru- 
nettes and dark persons. There is ample evi- 
dence that exposure to climatic insults, in par- 
ticular sunlight, are important causal factors 
in the precipitation of basal cell epitheliomas. 

The histopathology of basal cell epithelioma 
is that of proliferating basophilic cells re- 
sembling epidermal basal cells. The basophilic 
cells may be in solid masses, small groups or 
strands and are surrounded by stroma that may 
be mucoid (often in and around cystic epi- 
theliomas), fibrotic (as in morphea-like epi- 
theliomas) or closely similar to normal periad- 
nexal connective tissue. 

In treating basal cell epitheliomas, it is im- 
portant to stress that each lesion should be 
considered in its special aspects before the 
manner of therapy is decided upon. No single 
method can handle all epitheliomas, if the high- 
est cure rate, minimum expense and morbidity, 
and best cosmetic results are to be the goal of 
therapy. 

By now, experience gained by following 
the results of different therapeutic ap- 
proaches has taught that, unless contraindi- 
cations exist, in particular locations and for 
certain clinico-histologic types of basal cell epi- 
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TABLE Ii THERAPEUTIC MODALITIES USED IN THE TREATMENT OF BASAL CELL EPITHELIOMAS 


I. SurGicaL MODALITIES 


A. “Cold Steel” Surgery 


1. Scalpel 1. Usually elliptical excision in direction of wrinkle lines; closure with 
Nylon.” 

2. Curette 2. Most popular method; often combined with electrodesiccation (see 
text); curettage should extend deep and wide.” 

3. Punch 3. For small lesions especially when multiple; circular Key’s punch; cir- 
cular defect difficult to close, therefore, cosmetic result compromised.” 

4. Dermabrasion 4. Motor driven, circular wire brush or fraise; for removal of multiple 


superficial epitheliomas of face when present on weather-beaten skin.* 


B. 


Thermal Destructive 


Methods 

1. Electrocoagulation 1. Bipolar current; useful for deep destruction and hemostasis. 

2. Electrodesiccation 2. Monopolar fulguration; destroys tissue by heat; usually combined with 
curettage; provides superficial hemostasis. 

3. Electrocutting 3. Bipolar current; useful for shaving off bulky tumors to skin level prior 


to irradiation. 


4. Thermal cautery 4.“ Hot poker” thermal destruction.” 


C. Chemosurgery 


1. Mohs’ technique 1. Successive microscopically controlled excisions of zinc chloride paste 
fixed tissue.” 


RADIATION MODALITIES 
A. X-radiation 


1. Superficial 1. No given dosage schedule will apply to all situations but following 


conventional x-ray schedule” may be used in many instances: 680r. every other day for 5 or 6 
treatments with following factors (100 K.V.; 1 mm. aluminum H.V.L.). 
Total 3400 to 4080r. 


B. Radioactive Materials 


1. Radium, radon, others. 


1. Requires special handling, application, training. 


* For details see references noted. 


thelioma a particular method is usually the ing, among others, the following factors: the 


best. For example, basal cell epitheliomas in- sex, age, occupation and desires of the patient; 
volving the margins of the eyelids and tip of the histology and depth of invasion of the 
the nose, in general, respond “best” to x-ray lesion; the anticipated radiosensitivity of the 
therapy, whereas epitheliomas of the trunk, tumor; the anatomic location; the contiguity 
morphea-like epitheliomas, and those already of vital structures, bone invasion, etc.; the pre- 
invading deep structures like cartilage, or bone, vious therapy and response; the healing and 
are usually “better” handled by surgical pro- scarring potential of the skin; the experience 
cedures. These are a few specific “indications” of the physician; the equipment and modalities 
for employment of certain forms of therapy available; and the ability of the patient to carry 
but, in many other instances, several methods through with planned therapy. 

will give equally good results. The definitive Table II summarizes various methods in use 
method should be selected only after consider- for treatment of basal cell epitheliomas. 
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on the tissues indicates the tumor has 
been removed. The procedure is 
then carried into the normal sur- 
rounding skin for another 2 to 5 mm. 
zone. Healing requires ten to twenty- 
one days and generally leaves a 
healthy, cosmetically good scar. 

For the usual small lesions, this 
simple method leaves little to be de- 
sired. The essential thing, however, 
; is removal of all neoplastic elements 
which is accomplished by experienced 
thoroughness. 


FIGURE 10 SQUAMOUS CELL CARCINOMA. This typical, 2 Squamous Cell Carcinoma 
button-like, "exophytic’’ lesion near the temple has crateri- 


form characteristics in the form of precipitous borders and 


Squamous cell carcinoma of the 


central ulceration. Regional lymph node invasion may occur _ skin has been variously called epi- 
especially in long enduring, neglected cases. The processcan dermoid carcinoma, prickle cell epi- 


be handled by surgical or radiologic means. 


The most frequently employed procedure in 
the average dermatologist’s office for the treat- 
ment of basal cell epitheliomas is curettage 
combined with electrodesiccation. The advan- 
tages of this method are: 

(1) The procedure is relatively rapid so 
that even multiple lesions can be thoroughly 
treated at one sitting. 

(2) It does not require elaborate surgical 
asepsis. 

(3) It permits the physician to seek out tu- 
mor extensions by the “feel” of the curettage 
procedure. 

(4) A minimum of normal tissue is sacri- 
ficed. 

(5) No suture marks are left. 

(6) It can provide a specimen for histo- 
logic examination by preliminary scissors or 
punch biopsy. 

In this method local anesthesia suffices. Af- 
ter a biopsy specimen has been obtained by 
means of a curved scissors or punch, the re- 
mainder of the lesion is curetted thoroughly 
and the base electrodesiccated with the mono- 
polar current. This procedure of curettage fol- 
lowed by electrodesiccation is repeated several 
times until the “feel” of the curette scraping 
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thelioma and spino-cellular carci- 
noma. 

Unlike basal cell epitheliomas, 
squamous cell carcinomas have the capability 
to metastasize, often arise on mucous, or semi- 
mucous membranes, tend to arise more fre- 
quently within precancerous lesions (senile 
keratoses, leukoplakia, persistent ulcers, etc.) 
and can show extremely rapid growth. 

The clinical features vary depending on the 
site, duration, grade of malignancy, metastases, 
etc. When on the skin, squamous cell car- 
cinomas usually arise as firm, elevated, intra- 
cutaneous nodules with even, sloping borders 
surrounding a central depression, ulceration 
or keratotic mass (Figure 10). At times, 
prickle cell epitheliomas are not raised but ap- 
pear as punched out ulcerations with non- 
elevated but indurated borders. In general, 
these lesions differ clinically from basal cell 
epitheliomas by the fact that squamous cell 
carcinomas are opaque and therefore lack the 
nodular, translucent “mother-of pearl” border 
with overlying fine telangiectasias which is the 
hallmark of the basal cell eipthelioma. Lesions 
arising on mucous membranes can appear as 
mushrooming, protuberant, granulomatous 
growths (so called “exophytic”) or as deeply 
penetrating ulcers with hardly any elevation 
of the margins (so called “endophytic”). The 
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FIGURE 11 CUTANEOUS HORN. This develop- 


ment on the helix of an ear had, as it turned out, 
already begun to undergo malignant transforma- 
tion to squamous cell carcinoma. Surgical abla- 
tion would be best for this particular lesion. 


FIGURE 12 LEUKOPLAKIA. This precancerous 
lesion on the tongue may have causes in excessive 
smoking, ill fitting dentures and poor oral hy- 
giene. In some cases syphilis may be an additional 
factor of cause. Assuming all such causes, treat- 
ment would be poly-pragmatic, i.e., interdiction 
of smoking, correction of dental pathology, es- 
tablishment of good mouth hygiene and treat- 
ment of the syphilis. If malignant degeneration 
has not yet begun in a particular case, such a 
process may improve or disappear at long last by 
reason of measures detailed above. If malignant 
transformation has already taken place ablation 
by cold steel surgery or radiation methods must 


be done. 
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latter type is generally considered to be more 
aggressive. Changes in precancerous lesions 
(see IV, below) especially superimposition of 
a nodular mass or non-healing ulceration 
should immediately alert the physician to the 
possibility of malignant change to prickle cell 
epithelioma. When a malignancy is located on 
the vermilion of the lip, mucosa of the mouth 
or vagina, penis, dorsa of the hands or anterior 
surface of the pinna, squamous cell carcinoma 
is the likelihood. 

Under the microscope the neoplastic car- 
cinoma cells stream from the epidermis or its 
appendages into the cutis with little regard 
for what is in their path. Sheets of epithelial 
cells invade and destroy the connective tissue, 
adnexa, muscle, nerves and adipose tissue, all 
of which results in central necrosis. Within 
these sheets of cells various degrees of differ- 
entiation, anaplasia, keratinization and acan- 
tholysis (loss of intercellular prickles) takes 
place. 

The methods employed in destroying squa- 
mous cell carcinomas are similar to those used 
in treating basal cell epitheliomas with the ex- 
ception that surgical excision or radiation pro- 
cedures (of higher dosage) are generally pre- 
ferred to curettage and electrodesiccation and 
that prophylactic or therapeutic lymphaden- 
ectomy is performed when indicated. 


IV. An Addendum on Precancerous Lesions 
of the Skin and Malignant Melanoma 


1. PRECANCEROUS LESIONS OF THE SKIN 
are those conditions which give rise to malig- 
nant neoplasms in a significant percentage. In 
themselves, the precanceroses are localized, 
static or slowly progressing lesions, but they 
have a potential to suddenly transform into 
truly invasive cancers. 

Before malignancy has supervened, their 
recognition and treatment are important, espe- 
cially for prophylactic purposes. The principle 
features of this group of neoplasms is presented 
in tabular form in Table III and some clin- 
ical examples are shown in Figures 11, 12, 
and 13. 
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FIGURE 13 CIRCUMSCRIBED PRECANCER- 
OUS MELANOSIS [melanotic freckle). This 
mottled tan to dark brown, irregularly out- 
lined plaque has been present and slowly 
enlarging for years. The nodule at the left 
temple is a recent development that was 
proved to be a malignant melanoma. How- 
ever, the dreaded implication of malignant 
melanoma is not correct since in this par- 
ticular type metasasis is rare. This pre- 
cancerous condition is curable by relatively 
superficial ablation by electrosurgical 


means (desiccation and curettage) or x-radi- 


ation (grenz rays). When malignant mela- 
noma has already taken place, wide local 
surgical excision is indicated. 


It is now generally accepted that certain 
other conditions commonly categorized with 
the precanceroses are in fact cutaneous car- 
cinoma in situ. These include Bowen’s disease, 
erythroplasia of Queyrat and Paget’s disease 
of the nipple (Figures 14, 15, 16). 

Most precancerous skin lesions are best 
handled by surgical means. The more super- 
ficial ones (e.g., senile keratosis, leukoplakia) 
can be readily destroyed by curettage and 
electrodesiccation. 

Deeper lesions (e.g., radiodermatitis, cutan- 
eous horn) require surgical excision. Superficial 
x-radiation has been used with success in 
selected instances of circumscribed precancer- 
ous melanosis."* 

In some instances (e.g., widespread radio- 
dematitis), removal is not feasible in which 
case the physician must accept the responsibil- 
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TYPE 


SENILE KERATOSIS 
ACTINIC KERATOSIS 
TAR KERATOSIS 


CUTANEOUS HORN 


LEUKOPLAKIA 


RADIODERMATITIS. 


ARSENICAL KERATOSES 


XERODERMA 
PIGMENTOSUM 


CIRCUMSCRIBED 
PRECANCEROUS 
MELANOSIS 
(melanotic freckle) 


TABLE Ill CUTANEOUS PRECANCERS 


CLINICAL FEATURES 


Occurs especially in light-skinned, blonde 
individuals; very common, exposed sites; 
erythematous, scaly, ill-defined, keratotic patches. 


A variant of senile keratosis in 
which a solid horny protruding mass 
is superimposed on the keratosis. 


Mucous and semi-mucous membranes, 
greyish-white, thickened, smooth plaques 


Limited to areas that have received 
radiation, sites show sclerosis, 
telangiectasias, scaliness, keratoses, alopecia, 
spotty hypo- and hyperpigmentation. 


Multiple, scaly, keratotic superficial 

plaques and horny excresences widely 
scattered on body with predilection for palms, 
soles and back. Occurs in persons who 
have ingested inorganic arsenic. 


Congenital, recessive disease beginning 

in early childhood on exposed areas 

manifest as marked photosensitivity which 
gives rise to freckling, erythema, telangiectasias, 
atrophy, scaliness, keratoses. 


Slowly enlarging mottled tan-brown-black, 
superficial plaque with irregular outlines 

developing in the middle decades of life, most 

often on the face. After some years develops a 
black nodule indicative of malignant transformation. 


TYPE OF MALIGNANCY WHICH DEVELOPS 


Squamous cell carcinoma 


Squamous cell carcinoma 


Squamous cell carcinoma 


Depends on area—on 
face, basal cell epithelioma 
most frequent; on extremi- 
ties, squamous cell car- 
cinoma most frequent. 
Rarely causes sarcomas. 


Squamous cell carcinoma, 
less frequently basal cell 
epithelioma. 


Multiple cutaneous malig- 
nancies, in order of 
frequency; basal cell epi- 
thelioma, squamous cell 
carcinoma, malignant 
melanoma, fibrosarcoma. 


Malignant melanoma 


ity of constant observation and local destruction 
of the cancers as they appear. Malignant 
change is usually heralded by the development 
of an ulceration or tumefaction within the pre- 
cancer and when this occurs, treatment is that 
for the type of malignancy which has developed. 


2. Malignant Melanoma 


Few tumors afflicting man can act in a more 
aggressive manner than does malignant mel- 
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anoma. Despite the great advances in radical 
surgical procedures, chemotherapy, isolation 
perfusion and radiation methods, malignant 
melanoma currently presents the most chal- 
lenging problem in cutaneous oncology. 

It has been reported that malignant mel- 
anoma takes its origin within pigmented “nevi” 
in about one-half of the cases. When it does, 
the patient usually describes the preexisting 
lesion as a dark brown or black, macular or 
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FIGURE 14 BOWEN'S DISEASE (carsinoma in situ). 
Lesions of this type may appear as deceptively 
benign-looking, superficial inflammatory derma- 
toses (e.g., nummular eczema) or odd psoriasi- 
form plaques. Misdiagnosed, mismananged or 
neglected they may give rise to metastasizing 
squamous cell carcinoma. Any form of thorough 
surgical ablation is satisfactory. 


FIGURE 15 ERYTHROPLASIA OF THE GLANS 
PENIS AND PREPUCE. This is a variant of Bowen's 


disease. On the penis it presents as an erythema- 
tous, sharply marginated, moist, ‘'velvety'’ plaque 
which may eventually transform into invasive 
squamous cell carcinoma. In early stages, often 
superficial destruction suffices but when the dis- 
ease is extensive, partial or total amputation of 
the penis is required. 


slightly raised “mole” which either has been 
present “since childhood,” or has had its onset 
in recent years. The preexisting “mole” (or 
early malignant melanoma, as some observers 
believe), undergoes changes which indicate 
clinical activity of the lesion. The danger sig- 
nals of such transformation have already been 
given under the section of pigmented nevi. 
Following such clinical changes in size, shape, 
consistency, symptomatology, color, or surface 
morphology, a number of events may take 
place. Often by the time the patient seeks 
medical care, the tumor cells have already dis- 
seminated beyond the primary site. These 
metastases may be latent, or give rise to local, 
or distant lymphadenopathy, widespread cu- 
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taneous and internal organ involvement, and, 
in the late stages, melanuria, or diffuse cu- 
taneous melanosis. 

The most common clinical picture of cu- 
taneous malignant melanoma is an elevated, 
granuloma pyogenicum-like, friable, elevated 
tumor, darkly pigmented with some eroded 
areas on its surface (Figure 17). Often the 
pigment can be seen to diffuse into the 
surrounding skin at the edges of the tume- 
faction. 

Some clinical variants of malignant mel- 
anoma are worthy of mention. The first variant 
is amelanotic melanoma in which pigment is not 
a prominent clinical feature. The diagnosis of 
such a lesion is almost invariably missed by the 
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FIGURE 16. PAGET'S DISEASE (of the nipple). Any eczema- 
tous (red, oozing, scaling) process on and around a nipple 
(unilateral) that does not quickly respond to simple anti- 
eczematous measures (wet dressings, hydrocortisone oint- 
ment) should be investigated by histologic study (biopsy). If 
the condition is indeed Paget's disease, underlying cancer 
of the breast is invariable and mastectomy is required. 


FIGURE 17 MALIGNANT MELANOMA. This lesion on the sole 
is scaly, eroded, brownish-black and arose at the site of a 
preexisting ‘mole.'' The prognosis of such a process in this 
site is exceedingly grave. Treatment recommended to this 
day is wide local excision combined with radical dissection 
of the regional (inguinal) lymph nodes. 


clinician. It is usually taken to be a chronic 
pyoderma, subungual fungus infection, granu- 
loma pyogenicum, squamous cell carcinoma, or 
an infectious granuloma of some sort. If the 
correct diagnosis is to be made, the physician 
must maintain a high degree of suspicion by 
careful consideration of the history and physical 
findings and by obtaining histologic confirmation 
of all suspicious tumors which are removed 
from the skin. Any non-healing, crusted, 
bleeding, or oozing tumefaction which arises 
at the site of a preexisting mole should be 
considered as a possible malignant mela- 
noma. 

Another variant of malignant melanoma is 
the type which arises within a lesion known 
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as circumscribed precancerous melanosis.'* 

This lesion is described in some detail in 
Table II. 

Finally, there are those malignant melanomas 
which occur on mucous membranes, those 
which slowly progress superficially and carry 
with them a relatively good prognosis, those 
beneath the finger or toenails (melanotic whit- 
low), those in intertriginous sites (pagetoid 
malignant melanoma), those that occur in mul- 
tiple primary sites and those exceedingly rare 
malignant melanomas that arise within blue 
nevi. 

Malignant melanoma is uncommon before 
puberty and mostly occurs after the third dec- 
ade of life. The sex incidence of its occurrence 
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is about equal. The head and neck, subungual 
areas, female genitalia, soles and lower ex- 
tremities are the sites of predilection, although 
no area is exempt. Persons with light skin, 
blue eyes, blonde, or red, hair are more prone 
to develop malignant melanoma than are bru- 
nettes. 

The condition is rare in the American 
Negro. Sun exposure and trauma have been 
implicated as possible etiologic factors, but the 
precise role of these agencies and actual patho- 
genesis remain unknown. 

Although certain strides have been made in 
the past few decades in improving the survival 
rates of treated malignant melanomas, prob- 
ably at least fifty percent of such patients 
managed by the best modern methods today 
will still die within five years. Currently, treat- 
ment consists of wide local surgical excision in 
combination with or followed by prophylactic 
or therapeutic radical regional lymph node dis- 


section when this is feasible. Some advocate 
an “in-continuity” procedure in which primary 
site, intervening skin and local draining lymph 
nodes are removed as one tissue block. More 
recent approaches have included the use of 
chemotherapy combined with surgical proce- 
dures. The isolation perfusion methods which 
are currently popular often can produce tem- 
porary tumor regression but are not curative.'® 
It should also be mentioned that in certain 
European countries radical removal of the 
tumor by electrocutting or electrocoagulation 
is advanced and that there are some propo- 
nents who feel that x-radiation combined with 
surgical procedures is the method of choice."* 
However, the relatively small experience with 
these latter methods coupled with the apparent 
radioinsensitivity of malignant melanoma ‘does 
not warrant advocacy of radiation procedures 
at this time with the exception of its palliative 
use in inoperable cases. 


Summary 


The skin is the most common site of both 
benign and malignant neoplasms in man. 
The salient clinical features of the more 
frequently encountered cutaneous tumors are 
presented. Practical therapeutic approaches are 
discussed. 

Pigmented nevi are most often treated for 
cosmetic reasons. In rare instances, they give 
rise to malignant melanoma. Danger signals of 
such transformation include change in color, 
size, shape, consistency, surface morphology 
and symptomatology. Removal of quiescent 
nevi can be accomplished with safety by a 
number of accepted surgical and destructive 
means. 

Most strawberry and cavernous hemangio- 
mas undergo spontaneous involution in the first 
few years of life. A conservative approach is 
advocated, but occasions arise when treatment 
is necessary. In the latter instances, cryo- 
therapy for the superficial lesions and radio- 
therapy for the deeper ones is preferred. 

Cutaneous tags and seborrheic keratoses are 
common benign lesions of cosmetic concern 
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only which can be simply ablated by elec- 
trodesiccation and curettage. 

Cutaneous nodules are discrete, firm, usually 
single, asymptomatic congregations of histio- 
cytes, fibroblasts and blood vessels in the der- 
mis. When removal is desired surgical excision 
is the method of choice. 

The treatment of keloids and hypertrophic 
scars remains a challenge but current methods 
offer promise in selected instances. These 
methods include x-radiation, excision, injection 
of fibrolytic agents and combination of these 
means. 

The most frequent skin cancers are basal 
cell epithelioma and squamous cell carcinoma. 
Their clinical features and course vary widely 
necessitating individualized approach to ther- 
apy. In general, local destruction by electro- 
desiccation and curettage, excision or x-radia- 
tion suffices for both of these tumors. Basal 
cell epitheliomas lack the capacity of metas- 
tasis, whereas squamous cell carcinomas can. 
However, routine regional lymph node dissec- 
tion for squamous cell carcinoma of the skin 
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or lip is not necessary but should be reserved 
for certain lesions, especially those that show 
clinical evidence of metastasis, or histologic 
evidence of marked anaplasia or invasiveness. 

Precancerous conditions of the skin are 
those which will give rise to malignancy in a 
significant percentage. Their recognition and 
extirpation is a prophylactic measure against 
cutaneous cancer. 

Malignant melanoma is the most agressive 


and feared malignancy of the skin requiring 
urgent diagnosis and therapy. Present-day 
treatment involves wide local surgical excision 
combined with radical regional lymphadenect- 
omy. Adjuvant therapy lies in x-radiation and 
chemotherapy. 
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Child-Rearing 


and Social Class 


A review of the relationship between parental 
child-rearing practices and attitudes as they differ 
among social classes 


a research in preventive 
psychiatry has taken an interest in the influence 
of socio-economic class characteristics and their 
part in the precipitation of mental illness. 
Traditionally, psychiatry has _ considered 
childhood the key to personality development. 
Unfavorable emotional experiences during this 
period of life have been looked upon as 
impertant factors in the etiology of mental 
disorder. It appears then that child-rearing 
practices and attitudes as they are related to 
social class offer a fruitful field for exploration. 

Several overall conclusions can be drawn 
from this literature survey of child-rearing 
practices and attitudes: 

1) There exists a definite need for carefully 
controlled studies to validate many assumptions 
current in psychiatric theory, particularly as 
related to childhood. Too many of these theories 
seem unsupported, if not contradicted, by what 
studies have been done. 
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2) Even when careful research is planned, it 
is frequently carried out on small isolated 
samples, and by such varying methods that 
worthwhile comparison between studies is 
rendered impossible. Such uncoordinated 
investigations appear to be less than efficient. 

3) Categorical linking of the child’s 
personality patterns with rearing practices seems 
unwarranted from studies done to date. 

In general, investigations have focused on two 
main types of child-rearing experience—specific 
practices, on the one hand, and more general 
attitudes on the other. The analytic school of 
thought as embodied by Glover" and Abraham’ 
tends to favor “critical” child-rearing practices 
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of feeding, weaning, toilet training and the like 
as being major determinants in personality 
formation. The alternate kind of study favors 
generai attitudes as bearing more weight for 
personality growth. 

While contradictions appear in both types of 
surveys, the consensus favors parental attitudes 
toward child-rearing as exerting a more crucial 
influence.* 


Mental Illness and Social Class 


Hollingshead and Redlich’s'* epidemiological 
study of the incidence and prevalence of treated 
mental illness has shown an inverse relationship 
between the occurrence of mental illness and 
social class. The lower the socio-economic 
status in New Haven, the higher the incidence 
of mental illness. This relationship extends not 
only to the quantity of mental illness but also 
to the kinds of disorder in their population. The 
prevalence of schizophrenia is much higher in 
the lowest social stratum than in any other 
socio-economic group. Among the non-psy- 
chotic illnesses sociopathic disturbances are 
most prominent in the lower social classes. 

O’Neil and Robbins”* found, in a thirty-year 
follow up of children who had been seen in St. 
Louis child clinics, that middle class children 
developed more neurotic problems, while lower 
class children manifested antisocial and delin- 
quent behavior. 

The ten-year study directed by Alexander 
Leighton,'* in Nova Scotia, again pointed out 
almost twice as much mental illness in de- 
pressed and disintegrated communities as com- 
pared with communities which were function- 
ally intact. This research attempted to evaluate 
the true prevalence of disorder in the popula- 
tion as well as of those in formal treatment. 
Again sociopathic disturbance characterized by 
antisocial “acting out” predominated among the 
communities whose members would mainly fall 
in the lower social status group. 

Since the findings in all of these surveys cor- 
roborate each other, and since chi‘d-rearing 


* (See References 9, 12, 16, 20, 
22, 27, 28, 29, 32, 33, 36.) 
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methods seem an important area of personality 
influence, a survey of various parental attitudes 
and practices in child-rearing as they exist 
among the different social classes would be 
profitable. 


Child-Rearing Practices and 
Attitudes and Social Class 


Baldwin and his group*:* found that rejectant 
parents were mainly middle class in both eco- 
nomic status and education. Casual parents, 
the modal group in his sample, were mainly 
farmers with the least formal education. Middle 
class urban parents were also predominantly 
casual, but contained a large segment of ac- 
ceptant-indulgent parents (the neurotically at- 
tached group). Higher education and social 
status tended to be associated with democratic 
homes. 

The lower classes seem to have more “tradi- 
tional” rather than “developmental” concep- 
tions of the role of mother and child. The 
lower class mother sees her role as “keeping 
house and disciplining the child.” She views the 
child as “working well, obeying parents and 
respecting property.” Middie class mothers 
tend to think of themselves as “looking after 
the child’s emotional well-being and helping the 
child to develop socially.” They view the 
child’s role as “sharing with others, loving and 
confiding in parents.” In going over this kind 
of data, it appears questionable that real differ- 
ences were uncovered by this method. Perhaps 
these differences are really group determined 
semantics that reflect different levels of sophis- 
tication. At best, they can only suggest varying 
attitudes. 

In the area of feeding practices, Ericson’® 
found that middle class mothers breast feed less 
frequently and for a shorter time than lower 
class mothers. They likewise bottle feed for a 
shorter time, two months on the average. Three 
times as many middle class thumb suckers were 
found. On the other hand, Klatskin'®:'* found 
no significant difference regarding frequency, or 
duration, of breast feeding, duration of bottle 
feeding, or use of demand-type schedule, be- 
tween the classes. 
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Regarding toilet training, Ericson states that 
the middle class starts bowel and bladder train- 
ing significantly earlier than lower class parents. 
The completion of toilet training coincided in 
both groups. Klatskin, however, found that the 
lower class starts toilet training earlier. 
White*” ** and Smith** support Klatskin in 
claiming less severe toilet training among the 
middle class. 

Disciplinary measures also differed between 
classes according to Ericson. Middle class 
parents expect children to assume responsibility 
in helping mother sooner, are given less free- 
dom about getting home early at night and are 
expected to achieve more, academically and oc- 
cupationally. Again Klatskin reports somewhat 
contradictory findings, claiming that the lower 
class places more prohibitions on children in 
areas other than those dangerous to the child, 
and reports more tantrums and sleep disturb- 
ance. 


Two other studies involving child-rearing and 
social class have stimulated widespread con- 
troversy. The first was conducted, in Chicago, 


by Davis and Havighurst,* the second, in 
Boston, by Sears, Maccoby et al.*? The Chicago 
study revealed both racial and social class dif- 
ferences. Racial differences, however, were 
overshadowed by social class differences. Davis 
and Havighurst found that middle class mothers 
were more rigid regarding weaning and toilet 
training. They tended to place children under 
stricter discipline with more impulse frustra- 
tion and they expected children to take more 
responsibility earlier. 

Ten years later, the Boston sample revealed 
no significant differences between classes in 
infant feeding practices, age, or severity, of 
weaning, or proportion of mothers who breast 
feed. They found lower class mothers more 
severe in scolding and punishment during toilet 
training, but the age at which toilet training 
was begun did not differ. They further found 
the lower class more severe in sex training. 
While middle class mothers tended to ignore 
sex play and infantile masturbation, or to dis- 
tract the child, lower class mothers reacted by 
becoming emotionally upset, or punishing the 
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child. Middle class children were allowed to 
express more aggression toward their parents. 
The lower class used more physical punish- 
ment, ridicule and deprivation of privileges, 
while the middle class tended to use praise, 
reasoning and withdrawal of love as disciplinary 
measures. The middle class was also more 
demonstratively affectionate, accepting and per- 
missive. These findings held up even after the 
maternal age, ethnic origin and education were 
held constant. It was commented by Sears that 
these class differences were not marked, which 
was interpreted as showing a breakdown in 
socio-economic class barriers regarding child- 
rearing methods. 

In summary, the Chicago and Boston studies 
showed agreement on the following points: 

1) The lower class was more severe in toilet 
training. 

2) The middle class had higher academic 
goals for their offspring. 

3) The middle class allowed more freedom 
of physical mobility away from the home dur- 
ing the day. 

4) There were no class differences in the 
amount of aggression tolerated between sib- 
lings, or in the degree of the father’s participa- 
tion in the child-rearing process. 

Differences between the studies were more 
apparent: 

@ FEEDING: There was more breast feeding 
in the Chicago lower class than in either Boston 
class, as well as more demand schedule feeding. 
The Chicago middle class weaned earlier than 
the Boston middle class. 

@ ToILeT TRAINING: The Chicago middle 
class began toilet training earlier than the 
Boston middle class. There were no class dif- 
ferences in Boston. The Boston lower class 
completed bowel training earlier than the 
Boston middle class, while in Chicago the 
classes were similar in this regard. 

Generally, the Boston middle class was 
judged to be considerably more permissive than 
the Chicago middle class group. 

In 1955, Havighurst and Whiting'® acknowl- 
edged these differences between the two studies 
and attributed them to changes in patterns of 
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parental attitudes over the decade between the 
two studies, to regional variations of the sam- 
ples, or to the fact that their interview items 
were not equivalent. 

Davis and Havighurst,® along with Ericson,’° 
felt that the middle class tended to place more 
impulse frustration on their children. They 
thought that the lower class being more per- 
missive were likely to have less anxious chil- 
dren, though they also tended to be less re- 
sponsible. Sears and Maccoby** interpreted 
apparent permissiveness in the lower class as 
rejection through ignoring. Along with Bald- 
win,®: * they disagreed that middle class chil- 
dren were more frustrated. In light of the fact 
that there is, in fact, more mental illness among 
the lower class, it seems as though the latter 
viewpoint is supported. However, since neu- 
rotic illness predominates in the middle class, 
while sociopathic disorder does so in the lower 
class, Davis’ interpretation of the dynamics 
carries some weight. 

Bronfenbrenner® carried out a recent survey 
of differences in child-rearing between social 
classes. His study included the work of thirteen 
investigations, many of which have already 
been described in this paper. The studies span 
the years 1930-1955. During this period a 
general decrease in breast feeding, an increase 
in demand feeding and an increase in permis- 
siveness with some back swing since 1950 has 
taken place. Beyond the age of two, the lower 
class tends to continue the use of physical 
discipline, while the middle class uses psycho- 
logical methods, such as, isolation, reasoning, 
and showing disappointment. The middle class 
seems more lenient than the lower class during 
infancy but more demanding of their children 
thereafter. The opposite situation seems modal 
for the lower class. In view of the lower preva- 
lence of mental illness among the middle class 
children, Bronfenbrenner feels that early per- 
missiveness builds up a strong parent-child 
relationship which later renders withdrawal of 
love, or the threat of its withdrawal, an effec- 


t (See References 2, 3, 5, 8, 9, 16, 18, 21, 23, 24, 31, 
35, 37.) 
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tive disciplinary instrument for fostering 
achievement. Thus, what may seem conflictual 
can be construed as healthy continuity, grant- 
ing that some frustration tolerance is desir- 
able. Finally, Bronfenbrenner points out that 
the gap between classes is gradually narrowing. 
Spock’s book on infant care now finds its way 
into lower class homes; though, there is still 
a cultural lag between professional opinion and 
the techniques employed by the lower classes 
and rural peoples. In other words, he feels 
that professional sentiments swing considerable 
weight in influencing the course of child-rear- 
ing. Since the middle class reads more and 
consults with physicians and other people en- 
gaged in child guidance, they are the first to 
be influenced. 

Myers and Roberts”® did a careful dynamic 
study of interactions among families who had 
members suffering from schizophrenia and 
neurotic illness in both the middle and lower 
classes. 

Significant differences were uncovered be- 
tween classes regarding the mother’s role in 
the family, the father’s role and parental dis- 
cipline. Middle class mothers were more rigid 
and perfectionistic. They had much power in 
intrafamilial decisions. They stressed disciplin- 
ary compliance in the family and placed heavy 
emphasis upon their function of developing 
their children’s personalities. Most of these 
mothers had frustrated social mobility ambi- 
tions for their children’s social advancement. 
The father’s place in the family was vaguely 
defined. They were dominated by their wives, 
and their children (all patients), questioned 
their father’s masculinity and authority. Pun- 
ishment was primarily verbal rather than phys- 
ical. Withholding of love was frequently used. 
Generally, parental control proved effective. 

Lower class mothers had little time to spend 
with their children and showed little concern 
about their personality development. They had 
almost sole responsibility for household and 
child-rearing policies; although, they were sub- 
ject to the father’s authority when he chose to 
exercise it. Fathers of lower class families 
dominated by physical force and, at times, 
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even violence. They appeared distant and puni- 
tive to their children and displayed little inter- 
est in their activities. Fathers viewed their 
children’s maturation, especially their sons’ 
maturation, as threatening to their position in 
the family. Lower class parents expressed few 
positive feelings toward their children. They 
were inconsistent in their exercise of discipline, 
but when they did act they tended to use 
physical punishment. Older siblings often had 
authority over their younger brothers and 
sisters which was greatly resented. 

Middle class parents supervised their chil- 
dren closely while lower class parents paid 
little attention to them. The parents of middle 
class patients provided suitable identification 
models for them as children, but, due to high 
social mobility stress during adolescence, ex- 
perienced a discontinuity of identification with 
their parents, who could not provide them with 
a model which their instilled social ambitions 
demanded. Lower class patients either failed 
to identify with their parents in childhood, or 
frequently identified in a negative way, i.e., in 
rebellion and antisocial “acting out.” 

Threats to economic, social and physical 
security were much higher among lower class 
patients. They felt rejected, neglected, ex- 
ploited and trapped. These stresses appear 
compatible with the isolation and withdrawal 
of schizophrenia, so much more common in 
this class. Middle class patients were more 
sensitive to internal threats, conflicts, fears and 
guilt. Again, there were more psychoses and 
psychophysiologic disturbances among the 
lower class, while there were more obsessive 
compulsive and other neurotic disorders among 
the middle class. 

Hughes,"* in the Stirling County study, in- 
cluded a child-rearing survey in two integrated 
communities — a French-Catholic and an 
English-Protestant—as well as among several 
socially disintegrated areas in poor economic 
condition. The French child-rearing practices 
are characterized by relative mildness. The 
children get slow persuasive weaning, the latest 
and mildest bowel training. They have the 
mildest reactions to both these experiences. 
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The mothers do not display a great deal of 
affectionate interaction with the infant; al- 
though, this is due in part to many other 
people sharing in the infant’s care, namely, 
the large extended family group. The father 
also participates a good deal in the child- 
rearing. The comparative absence of breast 
feeding may seem surprising. 

Childhood in contrast to infancy appears to 
be progressively more ordered and restrictive. 
There is the least permissiveness for aggression 
in any form, and there are fewer quarrels among 
siblings. Spanking, although seldom used, is 
stated as the preferred form of punishment. 
There are high restrictions regarding care for 
property, and the highest demands for educa- 
tional achievement. 

The French mothers have the highest self- 
esteem of the groups studied, and are satisfied 
with their situation in life. They have more 
intrafamilial authority in child-rearing policy, 
but the father is a highly respected provider. 

The English have the severest infant feeding 
problems. Strict toilet training is begun and 
completed earliest but is accompanied by only 
mild reactions. The smallest percentage of 
English children have a bed-wetting problem. 
More mothers take care of their own children, 
and mention a great deal of affectionate inter- 
action with them. Little use is made of per- 
sons outside the immediate family. 

Restrictions and demands in childhood are 
relatively low. Children are, however, most 
likely to have regular chores and least likely 
to be paid for them. Parents are permissive 
of aggression toward others, but not toward 
themselves. Praise and reasoning are favored 
in discipline. Punishment tends to be verbal. 

The depressed areas show considerable len- 
iency and permissiveness. In the context of 
the total socio-cultural situation, what appears 
to be permissiveness may really be indifference, 
or neglect. More of them than either other 
group breast feed and for the longest time. 
Weaning is started latest but completed in the 
shortest time. This may indicate abruptness. 
Bowel training is slightly less permissive than 
feeding but the time taken for it is longest. 
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Mothers take almost complete responsibility 
for the care of the child without the father or 
other family members. They seem sensitive 

to infant needs, e.g., responding to its crying, 
yet do not get much pleasure out of caring 
for it. 

Parents permit much aggression toward 
themselves, less so siblings and least toward 
others. All other demands and expectations 
are low. A greater use of spanking and ridi- 
cule is made. Children manifest the most 
dependent kind of behavior in these de- 
pressed communities and mothers are accept- 
ing of it. 

Father is often absent, severely punitive and 
non-affectionate. The mother’s role is highly 
valued but they express the greatest amount 
of dissatisfaction with their current situation. 

The French community has less sympto- 
matic mental disorder than the English village. 
Both have significantly less than the depressed 
areas. Besides quantitative differences, quali- 
tative variation is evident. Among the French, 
more sociopathic and personality disorders pre- 
vail relatively, while the English exhibit more 
neurotic and psychophysiological reactions. 
The depressed areas have more of all illness, 
but particularly sociopathic disturbance. The 
samples were too small to reveal differences 
in the psychoses. 

From these findings, especially some of the 
contradictions and points where they deviate 
from current professional bias, it seems rather 
clear that parental practices and their effect 
on child personality are not strongly related, 
at least as far as the prevalence of mental 
disorder is concerned. 

In 1958, Smith* carried out a study of 
maternal attitudes toward child-rearing among 
one hundred mothers attending Philadelphia 
Public Health well-baby clinics. Using the 
PARI (Parental Attitude Research Instru- 
ment), developed by Schaefer and Bell*® at 
NIMH, information regarding child-rearing 
attitudes was gathered by personal interview. 
The sample population and a combined opinion 
of psychiatrists, psychologists and psychiatric 
social workers were compared with reference to 
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five maternal attitude factors. There were 
marked differences between the sample and 
expert groups. The sample clinic population 
showed conspicuous “weakness” in factors de- 
fined as: 1) parental excessive demand for 
striving; 2) fostering dependency and 3) exces- 
sive parental control. The clinic mothers mani- 
fested relatively excellent warmth in parent- 
child relations and acceptance of their role as 
mothers. The hypothesis that better education, 
economic condition, membership in a subgroup 
not discriminated against, and membership in 
an intact family unit yields “better” maternal 
attitudes was confirmed by the data. This was 
tested by comparing subgroups of the larger 
sample with each other and with the opinion of 
the “experts.” Those who had completed high 
school showed “more favorable” attitudes than 
those who had not. Economically self-sus- 
taining families fared better than those on 
public assistance. The white population more 
closely approached the “theoretical ideal” than 
non-whites. Mothers from broken homes had 
“less favorable” scores than those living in 
intact families. 

Special areas for educative effort were 
pointed out. The area of maternal attitude 
toward child-rearing most in need of improve- 
ment is in “fostering the competitive spirit” 
surprisingly enough. These lower class patients 
scored only thirty-seven percent of the “theo- 
retical ideal” on this factor. They showed a 
tendency to demand excessive striving on the 
part of their children. This factor embodies 
excessive strictness, pressure for constant activ- 
ity and pressure for acceleration of develop- 
ment in their children. This attitude may fre- 
quently disguise the parents’ hostility regarding 
their social position and their unsuccessful 
competition with their own contemporaries. 
A primarily competitive spirit as opposed to 
one of cooperation and striving for genuine 
achievement seems to breed much interpersonal 
hostility and narcissism, rather than adults of 
good will. 

The results of this study seem to require 
more than education in the area of child- 
rearing attitudes, however important this phase 
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of the program may be. The poor attitudes 
manifested by underprivileged groups suggests 


Thus far, it appears that several statements 
can be made. Childhood personality does not 
seem to be related very strongly with specific 
child-rearing practices. From what evidence is 
available it appears that maternal attitudes 
toward child-rearing and/or the constitutional 
make-up of the child are more closely related 
to the adjustment of children. Although the 
details of these relationships have not been 
worked out, it seems a promising line for 
investigation. There are differences between 
social classes in certain attitudes toward child- 
rearing, some of which are significant. 

From studies such as that of Hollingshead 
and Redlich* we have noted that the preva- 
lence of mental illness varies inversely with 
social class. The higher the class status, the 
fewer mental patients. Disintegrated socio- 
cultural communities, as shown by Leighton 
and his co-workers,'*:** have more mental dis- 
order than integrated communities. These de- 
pressed groups contain most of the lower socio- 
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The Use of Caesarean Section 
in a Community Hospital 


HERMANN A. ZIEL, Jr., M.D. 
Hazard, Kentucky 


A review of the terminated 
pregnancies (twenty or more weeks gestation) 
at the Hazard Memorial Hospital, between 
April 4, 1956 and January 20, 1961, showed 
fifteen hundred and twenty-seven mothers had 
given birth to fifteen hundred and forty-four 
infants including seventeen sets of twins. Sixty- 
five of these pregnancies were terminated by 
Caesarean Section or laparotomy, an incidence 
of 4.25%. This represented a somewhat higher 
incidence of abdominal delivery than had been 
anticipated and we felt a review of these cases 
was indicated. 

We could not gain information of statistical 
value from so small a series but it soon be- 
came evident such a review could provide 
the Medical Staff with significant information 
relative to their obstetrical practice. 

Fifty-eight of these patients were admitted 
to the hospital after care in the hospital pre- 
natal clinic or by referral of their attending 
staff physician. The remaining seven cases 
were referred by the Frontier Nursing Service, 
Hyden, Kentucky, during an absence of their 
Medical Director. 

The charts of these sixty-five patients showed 
the requirements for consultation had been 
fulfilled and in some cases exceeded prior to 
operation. 
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Indications for Caesarean Section 


A. PREVIOUS CAESAREAN SECTION was the 
indication for operation in twenty-eight pa- 
tients. We have followed the rule “once a 
caesarean section, always a caesarean section” 
with few exceptions, even though the indica- 
tion for the original operation was recurring in 
no more than ten patients. Our reason for 
this policy was the advantage of being able to 
have blood available for a planned operation 
as opposed to the considerable difficulty we 
often encounter in obtaining sufficient blood 
for emergencies as would occur with a rup- 


Dr. Ziel is Chief of Obstetrics and Gynecology, Hazard 
Memorial Hospital, Miners Memorial Hospital Association, 
Hazard, Kentucky. 
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tured uterus. This was borne out by two 
cases in which rupture of a previous section 
scar occurred prior to admission to the hos- 
pital. In addition, there were three patients in 
whom occult ruptures of previous section scars 
were noted at the time of repeat caesarean 
section. 

Prematurity presented a problem in one case 
of repeat caesarean section in which a neo- 
natal death was attributed to hyaline membrane 
disease. The infant, weighing two thousand 
grams, was delivered by section at thirty-two 
weeks gestation following premature rupture 
of the membranes and the onset of premature 
labor. At operation, the presenting vertex was 
floating above the pelvic inlet. The original 
section had been done with her first pregnancy 
for apparent cephalopelvic disproportion after 
forty-two hours of unproductive labor. Every 
effort was made to perform repeat caesarean 
sections as close to term as possible and in a 
few cases was done after the onset of uterine 
contractions. Twenty-six of the infants weighed 
more than 2670 grams. Another infant weighed 
2400 grams but was believed to be at term. 

B. CEPHALOPELVIC DISPROPORTION or dis- 
proportion due to an unusual attitude of the 
fetal head was the indication for caesarean sec- 
tion in twelve cases. These cases are sum- 
marized in Table I. Three of these cases de- 
serve further comment. 

Case No. 7. A gravida 5, para 4 whose 
pregnancy was complicated by albuminuria, 
hydramnios, severe hypoproteinemia and ane- 
mia. The disproportion in this case was due to 
the extremely large baby of 5010 grams. None 
of her four previous children even approached 
this size. 

Case No. 1]. A gravida 2, para 1 whose 
first child delivered normally had an x-ray 
pelvimetry done at term because of a breech 
presentation. This examination showed normal 
pelvic measurements but revealed an abnor- 
mal, severe hyperextension of the fetal head. 
Efforts were made to correct this by abdominal 
manipulation but when this failed an elective 
caesarean section was done. No cause was 
found for the hyperextended head. 
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Case No. 12. A thirty-year-old gravida 1, 
para 0 with a breech presentation at term had 
a small pelvis by clinical evaluation. X-ray 
pelvimetry verified this and an elective caesar- 
ean section was done. 

C. There have been twenty-three charts on 
which the diagnosis of PLACENTA PRAEVIA 
appeared during the period of this report. In 
seventeen of these patients, the placenta prae- 
via, or its resultant blood loss, was a signifi- 
cant and definite factor in the management of 
the pregnancy. Ten caesarean sections were 
performed in this group because of four com- 
plete placenta praevias and excessive blood 
loss in the other six cases. 

Four of the infants delivered by caesarean 
section weighed less than twenty-five hundred 
grams. The only fetal loss in the entire group 
of cases complicated by placenta praevia was 
a stillborn premature whose mother had a 
complete placenta praevia complicated by an 
unrecognized severe separation of the upper 
margin of the placenta and formation of a 
large retroplacental clot several hours prior to 
caesarean section. 

Abnormal presentation in the form of three 
transverse lies and one breech were noted in 
the group of ten patients terminated by caesar- 
ean section. Sterile vaginal examination in the 
operating room preceeded caesarean section 
in all but one case. The examination proved 
misleading in one patient when a complete 
placenta praevia was not recognized, because 
the area of placenta over the os was extremely 
thin and membranous. Several hours after 
examination, the patient had a severe hemor- 
rhage which necessitated immediate caesarean 
section and the administration of 2000 cc. of 
blood. Seven of the patients terminated by 
caesarean section received blood transfusions 
in amounts of 500 to 2000 cc. 

D. PREMATURE SEPARATION OF THE PLA- 
CENTA was noted as a complication on the 
charts of forty-two discharged mothers. The 
placental separation was a definite considera- 
tion in the management of nineteen patients. 
Three of the patients in this later group were 
terminated by caesarean section. Vaginal ex- 
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TABLE | INDICATION OF CAESAREAN SECTION IN CEPHALOPELVIC DISPROPORTION 


PRESENT 
POSITION 


Vertex 
Occiput 
Posterior 


Vertex 


Vertex 
Occiput 
Posterior 


Vertex 
Occiput 
Transverse 


Vertex 
Occiput 
Posterior 


Vertex 
Occiput 
Transverse 


Vertex 
Occiput 
Posterior 


Brow 
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X-RAY 
PELVIM. 


Narrow 


Mid pelvis 


Trial Small 
20 hrs. Pelvis 


Test 25 hrs. Funnel 
Failed Forc. Pelvis 


Trial Android 
24 hrs. Tendency 


Trial No 
24 hrs. disproportion 


No 
disproportion 


Narrow 
Mid pelvis 


Trial 
26 hrs. 
Failed Forc. 


Narrow 
Mid pelvis 


No 


disproportion 


Narrow 
Mid pelvis 


MISC. 


Morbidity 


Morbidity 


Surgical 
Induction 
Failed 


Morbidity 


Head 
Hyperextended 


3020* 


* Primigravida 


wT. 
1. M.C. Trial 4310* 
6 hrs. 
Vertex Primary 3330* 
ak Inertia 
Secondary 4180* 
Inertia 
6. P.B. Trial 3410* 
27 hrs. 
- 7. F.B. Trial 5010 
20 hrs. 
10. D.C. Trial 3800 
16 hrs. 
ll. B.S. Breech = 3190 7 
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amination was done on these three patients 
prior to operation and surgical induction of 
labor was attempted in two of them. 

There was a fetal and neonatal loss of eight 
infants in this group of nineteen patients 
including six stillborns and two neonatal 
deaths. All were attributed directly to the 
placental separation. Two of the babies deliv- 
ered by caesarean section were stillborn. The 
three patients terminated by caesarean section 
received 1000, 1500 and 4000 cc. of blood 
respectively. 

E. Ru SENSITIZATION: Occasional early 
termination of pregnancy is indicated because 
of severe maternal Rh sensitization. Three 
such cases in our series were terminated by 
caesarean section, two after attempts at induc- 
tion of labor. 

F. PROLAPSED CorD was the indication for 
emergency caesarean section in two instances. 
Case No. 1 was a grandmultipara who was 
admitted to the hospital in early labor with a 
transverse fetal lie. This was converted to a 
vertex presentation by external version and 
labor allowed to progress. An occult prolapse 
of the cord became obvious when the mem- 
branes ruptured prior to full dilatation of the 
cervix. Case No. 2 was complicated by pre- 
mature rupture of the membranes near term. 
The presenting vertex was floating above the 
pelvic inlet and the cord prolapsed after ad- 
mission to the hospital and prior to the onset 
of labor while the patient was walking around 
the hospital room against instructions. There 
was no fetal loss in either case due in large 
part to immediate recognition of the situation 
and care by alert obstetrical nurses. 

G. An unusual case of CERVICAL DysTOCIA 
was terminated by caesarean section. The cer- 
vix became incarcerated between the head and 
symphysis anteriorly and the head and sacral 
promontory posteriorly early in labor. As labor 
continued, the cervix became more edematous 
with no increase in dilatation. Eventually the 
cervix reached the proportions of a vaginal 
tumor and obstructed labor. X-ray pelvimetry 
done during labor had disclosed no cephalo- 
pelvic disproportion. 
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H. EcLamMpsis: Caesarean section was 
selected as the mthod of termination for an 
eighteen-year-old eclamptic. She had been ad- 
mitted to the hospital near term with a history 
of seven to ten convulsions prior to admission. 
Approximately forty-eight hours after admis- 
sion, the eclampsia had been controlled and it 
was then felt that the pregnancy should be 
terminated. Since the presenting vertex was 
floating and x-ray pelvimetry showed a narrow 
mid pelvis, caesarean section was considered 
the method of choice for termination of the 
pregnancy. 

I. DiABETES: An _ obese, uncooperative, 
forty-one year old diabetic was admitted to the 
hospital at thirty-three weeks gestation. The 
diabetes was controlled by diet and 30 units 
of lente insulin. The obstetrical history showed 
her to be a gravida 8, para 7 and the last 
three deliveries were said to have been quite 
difficult. 

At thirty-six weeks gestation, an elective 
caesarean section and tubal interruption were 
performed. The infant was liveborn and 
weighed 4530 grams. 

J. Two cases were terminated by caesarean 
section for other reasons. The first was a thirty- 
five-year-old gravida 11, para 6 who had a 
previous vaginal repair, cervical amputation 
and Manchester suspension for severe pelvic 
relaxation and decensus. Caesarean section and 
tubal interruption were performed. The second 
case was a forty-one-year-old gravida 13, para 
9 who had a long history of hypertension. 
Approximately four months after her last de- 
livery, she had a subarachnoid hemorrhage. 
Later, a nephrectomy was done at another 
hospital because it was believed the hyperten- 
sion was due to a Goldblatt kidney. At thirty- 
six weeks gestation, she showed a decrease in 
renal function and when induction of labor 
did not seem feasible caesarean section with 
tubal interruption was done. The infant 
weighed 2230 grams and was in good condi- 
tion. 

K. Two cases of RUPTURED CLASSICAL 
CAESAREAN SECTION SCARS are discussed else- 
where. 
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Operative Procedures Performed 

Low cervical caesarean section utilizing a 
transverse incision into the uterus was the 
preferred type of operation in fifty-seven pa- 
tients including nine cases of placenta praevia. 
A low classical caesarean section was per- 
formed in five instances because of large vari- 
cosities in the lower uterine segment and, in a 
sixth case, because of a prolapsed cord and 
the necessity for speed. 

Laparotomy for delivery of the fetus and 
placenta was performed in two cases of rup- 
tured classical caesarean section scar. Rupture 
in the first case occurred at thirty-three weeks 
during the patient’s third pregnancy prior to 
admission to the hospital. This patient also 
had severe rheumatic heart disease. Her first 
pregnancy had been terminated by classical 
caesarean section after seventy-two hours of 
unproductive labor. The second pregnancy had 
been terminated by laparotomy for a ruptured 
uterus near term. In both instances the fetus 
was stillborn. At operation, a dead fetus and 
placenta were found extruded into the peri- 
toneal cavity. A subtotal hysterectomy was 
done because of ‘the damaged uterus and the 
patient’s severe rheumatic heart disease. The 
second patient’s fourth pregnancy had been ter- 
mated by classical caesarean section because of 
a previous high amputation of the cervix. She 
was admitted to the hospital at thirty-seven 
weeks gestation and on examination a rup- 
tured uterus was suspected. This was con- 
firmed at operation. The membranes were 
bulging through the area of rupture but were 
intact. The baby was born alive. A subtotal 
hysterectomy was done in preference to an 
extensive repair because of the patients multi- 
parity. 

Three cases of occult rupture of caesarean 
section scars were found at the time of repeat 
caesarean section. These patients had similar 
histories, each having had two previous clas- 
sical sections. They were near term when this 
section was done to terminate their third preg- 
nancy. A Pomeroy type of tubal interruption 
was done on each patient in addition to re- 
pair of the ruptured uterus. Tubal interrup- 


(VOL. 89, NO. 9) SEPTEMBER 196! 


tion had been planned preoperatively in two 
cases and in the third was found necessary, 
because it was impossible to effect an adequate 
repair of the ruptured uterus. This procedure 
was done in preference to hysterectomy be- 
cause of the patient’s age of twenty-three years 
and the desirability of continuing the patient’s 
menstrual periods. 

Nine additional patients had a Pomeroy type 
of tubal interruption at the time of caesarean 
section for medical indications approved by 
the Hospital Sterilization Committee. 


Anesthesia for Caesarean Section 


General anesthesia was administered to sixty 
of these patients using some combination of 
cyclopropane, nitrous oxide, ether and oxygen. 
In some cases, infiltration of the line of inci- 
sion with a local anesthetic was done prior to 
induction of general anesthesia with cyclopro- 
pane and oxygen. This was discontinued in 
later cases as being of little value. The general 
anesthesia has been expertly administered by 
competent nurse anesthetists. 

Five cases presenting some specific problem 
were delivered under spinal anesthesia. In all 
cases, the spinal anesthesia was administered 
by an anesthesiologist. 

Only one complication referrable to anes- 
thesia was encountered. This patient devel- 
oped a cyanosis under general anesthesia. An 
endotracheal tube was inserted and the airway 
aspirated with some improvement in the pa- 
tient’s condition. 

After closure of the abdominal incision, 
careful examination of the chest showed lack 
of expansion of one lung. Immediate bron- 
choscopy was done and aspiration of a mucous 
plug resulted in dramatic improvement of the 
patient’s condition with no further difficulty or 
morbidity. 


Operative Complications 


A. There were six instances of postopera- 
tive febrile morbidity, a temperature elevation 
to 100.4° F (38° C.) or higher, occurring on 
two of the first ten days postoperative, exclu- 
sive of the first twenty-four hours. This was 
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an incidence of 7.6% and these cases are 
briefly summarized. 

1. Postpartum hemorrhage due to an unrec- 
ognized laceration of a branch of the uterine 
artery and the bladder required a second lap- 
arotomy for control. The anatomy was so 
distorted by bleeding into uterine and peri- 
uterine tissue that subtotal hysterectomy was 
done in addition to repair of the bladder. The 
patient received 4000 cc. of blood. 

2. Severe ecchymosis of the uterus, broad 
ligament and pelvic peritoneum was associated 
with a complete separation of the placenta. 
After caesarean section and the administration 
of 2500 cc. of blood, the patient had a hemo- 
globin of 7.7 grams. She later received 1500 
ce. of aditional blood. 

3. Postoperative hemorrhage due to uterine 
atony was controlled by manual evacuation 
of intrauterine clots and intrauterine massage. 

4. A gravida 1, para 0 was allowed a true 
test of labor and, after attempted forceps de- 
livery, failed; a low cervical section was done. 
We assume the morbidity was due to con- 
tamination during multiple procedures after a 
long labor. 

5. Acute pyelocystitis due to E. Coli, post- 
operative. 

6. Chronic bronchitis with acute exacerba- 
tion, postoperative. 

B. Postoperative hemorrhage due to uterine 
atony occurred in five additional cases. One of 
these patients received a total of 4000 cc. of 
blood and required a second laparotomy and 
subtotal hysterectomy to control the bleeding. 

C. Postoperative paralytic ileus occurred 
in two patients. One of these patients was of no 
particular interest. The second patient had been 
extensively studied in this hospital on previous 
admissions because of anemia, hydramnios, 
dependent pitting edema and a relatively low 
serum protein. The serum proteins following 
caesarean section were definitely below normal. 
No definite cause for these conditions was 
found; although, it was believed that poor 
dietary intake was one factor. The infant 
weighed 5010 grams at birth and did 
well. She developed a minor electrolyte 
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imbalance postoperatively which along with the 
hypoproteinemia was a contributing factor to 
the ileus. 

D. One patient developed a severe contact 
dermatitis from some flowers in her room. 

E. A case of postoperative cystitis was due 
to E. Coli. 


F. One case of rather marked hypotension 
occurred after preoperative medication with 
Demerol and atropine sulfate. 

There were no cases of maternal mortality. 


Perinatal Morbidity and Mortality 

The group of sixty-five infants delivered by 
caesarean section showed a perinatal mortality 
of five infants. This included four stillborns 
attributed to premature separation of the 
placenta, placenta praevia, or ruptured uterus. 
One neonatal death occurred in a previously 
mentioned premature infant who developed 
hyaline membrane disease. 

Four cases of erythroblastosis fetalis were 
due to maternal Rh sensitization. Two of these 
were severe cases requiring three and five 
exchange transfusions respectively. There were 
eight other premature infants in the series as 
determined by a birth weight of 2500 grams 
or less. 


The Use of Abdominal and Pelvic 
Diagnostic X-ray Procedures 

Forty-four such x-ray examinations were 
performed on thirty-eight patients. These 
examinations were ordered for pelvimetry, 
determination of fetal age, determination of fetal 
position and presentation and determination of 
the position of the placenta. 

An attempt was made to classify these 
examinations as follows: 

CLass A—Examination considered necessary 
for proper management of case. 

CLass B—Examination not absolutely 
necessary but of value in the management of 
case. 

CLass C—Examination of limited value. 

CLass D—Examination unnecessary. 

It must be remembered that the above 
classification was applied to each examination 


MEDICAL TIMES 


7 
A 
‘ 
a 


in retrospect and therefore may not be 
completely valid. 

1. Pelvimetry was performed on thirteen 
patients. 

Class A(eight), Class B(four), 
Class C(one). 

2. A-P and/or lateral films were done to 

determine fetal age in thirteen cases. 
Class A(none), Class B(six), 
Class C(six), Class D(one). 

3. A-P and/or lateral films were done to 
determine fetal position and presentation 
on twelve patients. 

Class A(two), Class B(four), 
Class C(three), Class D(three). 

4. A-P and/or lateral films were done to 
determine the position of the placenta 
in six Cases. 

Class A(two), Class B(four). 

It is interesting to note that the x-ray 
examination showed the placenta praevia, later 
proven to be present, in five cases. The 
examination in the sixth case was misleading, 
as it was interpreted as showing the placenta 
high in the uterus when in reality a placenta 
praevia was present. 

The above summary would seem to indicate 
that twenty-six examinations were indicated 


procedures (Class A and Class B) and eighteen 
examinations were of limited value, or 
unnecessary (Class C and Class D). 


Summary 


The 4.25% incidence of abdominal delivery 
at the Hazard Memorial Hospital was higher 
than anticipated. While some of our indications 
for operation would not receive universal 
approval, the operative incidence is partially 
accounted for by the following factors. 

A. We have, for the most part, followed 
the policy of “once a caesarean section, always 
a caesarean section.” In view of our experience, 
we feel justified in continuing this policy. 

B. If one considers only those cases of 
placenta praevia and premature separation of 
the placenta which presented a significant 
problem in the management of the patient, 
there is an incidence approximating one in 
ninety deliveries and one in eighty deliveries 
respectively. The incidence of both these 
complications is above average. 

C. A number of patients from outside the 
area usually served by the hospital were referred 
for caesarean section or because their preg- 
nancy was complicated and likely to require 
caesarean section. 


Conclusions 


Caesarean section has proven to be a 
very acceptable means of terminating some 
complicated pregnancies. The patient delivered 
by caesarean section must be observed not only 
for complications of abdominal surgery but 
also for those complications referrable to the 
puerperal state. The operation has an inherent 
morbidity and mortality and should be utilized 
only after careful consideration of the 
preoperative indications. 

In almost any locality, adequate blood 
can be made available when the need 
can be anticipated. Obstetrical emergencies, 
unfortunately, often demand the transfusion of 
large amounts of blood within a short period 


of time. In an area where one must depend 
almost entirely on a “walking blood bank,” it 
is mandatory that the attending physician 
recognize those situations which may give rise 
to such emergencies. In addition, it is imperative 
each physician see that pregnant women under 
his care reach the end of their pregnancy in the 
best possible health. 

It is desirable that x-ray examinations done 
during pregnancy be kept to a minimum. A 
careful consideration of the indications for 
each examination will help to eliminate 
unnecessary x-ray exposure for both mother 
and baby. 

Hazard Memorial Hospital 
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A REVIEW OF THE LITERATURE 


Cardiac Disorder, Industry 


and Recoupment 


Since the Cardiac and Industry Committee of the Cali- 
fornia Heart Association initiated a study of the problem 
of heart disease in industry, many publications have 
appeared which have dealt with segmented areas of orienta- 
tion. Discrepancies in judgment among physicians were 
found and certainly education in these proceedings is needed. 


IRVING I. LASKY, M.D., F.A.C.P. 


EF. physicians have a dynamic 
concept of the existing problems of the cardiac 
in industry and, in particular, the social and 
economic effects on all concerned. Many of 
the cases which must be forensically adjudi- 
cated are poorly prepared medically. In some 
instances, the case presentations are “after the 
fact” rather than “in accordance with the fact.” 
Because of the character and nature of the 
problem, it necessarily falls into the area of 
medical jurisprudence. “Medical jurisprudence, 
legal or forensic medicine may be defined to 
be the science which applies the knowledge of 
medicine to the requirements of the law.”? 
Under no circumstances can the science be 
made to fit the law. 

Approximately eighty percent of the personal 
injury cases coming to adjudication involve 
and include medical opinions. In industrial 
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Beverly Hills, California 


accidents, the figure more closely approximates 
one hundred percent. This is related to the 
fact that the “layman” referee, who decides 
these claims, must rely upon medical opinion. 
An attempt will therefore be made to orient 
the physician in his function so that he may 
maintain the purest scientific approach and 
avoid anything of lesser character. 


History 
Workmen’s compensation laws are not a 


development of the English common law, or 
employers’ liability legislation, but an out- 


From the School of Medicine, University of California, 
Los Angeles, California. 

Dr. Lasky is Assistant Clinical Professor of Medicine, 
School of Medicine, University of California, Los Angeles, 
California. 
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growth of the increasing number of accidents 
after the industrial revolution and the resulting 
new philosophical concepts. In 1881, Otto von 
Bismarck, worried about Marxian strength, had 
the first compulsory insurance laws passed in 
an effort to block what he feared to be an 
advancing tide of socialism. In 1884, the first 
compensation law was passed in Germany. 
American legislation started in 1909. After 
New York passed its first law in 1910, it was 
held to violate the State constitution and was 
subsequently upheld as constitutional by the 
United States Supreme Court in 1917. Follow- 
ing this, the way was opened for all the States 
to pass suitable laws to their desires and needs. 
The law in the United States is unique in the 
fact that the employer alone makes contribu- 
tions and neither the State nor the working- 
man bears a share. The theory is that this is 
a legimate part of the cost of manufacture 
and is therefore passed on to the consumer in 
the price of the finished product. The compen- 
sation system is that of social protection rather 
than that of righting a wrong. Fault is of no 
consequence in the test of a case but liability 
is connected with work alone. In the same 
way, whether or not the workingman is at 
fault as a contributing factor is largely disre- 
garded. The Roseberry Act of 1911 was the 
earliest compensation legislation in California. 
This was replaced in 1913 by the Boynton 
Act which removed serious misconducts of the 
workingman as a jurisdictional bar. Negligence 
of the employer was evaluated and, if injury, 
or death, was caused by the employer’s gross 
negligence, the workingman could elect either 
to sue in the civil courts under common law 
principles, or to take compensation. In 1917, 
modifications were included: 

(1) an amendment which made civil suits 
possible against a non-insured employer, 

(2) provisions for an increase, or decrease, 
of compensation recoverable, if one party or 
the other were guilty of serious misconduct, 

(3) the workingman was given the right to 
obtain medical treatment from the physician 
of his own selection, 

(4) insurance was made compulsory and 
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(5) affirmative defenses with the burden of 
proof upon the employer were developed. The 
Industrial Accident Commission stressed safety 
as the essence of any workmen’s compensation 
system. It was felt that nothing could be more 
appealing than the protection of human beings. 
The Commission was also given wide authority 
to prepare safety standards. 


The Function of the 
Industrial Accident Commission 

“Workmen’s compensation is a socialistic 
philosophy. It is industry’s practical applica- 
tion of the Golden Rule. It has life and effect 
within each State only to the extent to which 
the legislature of the State has seen fit to adopt 
these principles and as the language chosen 
has been happy. The difficulty of satisfactorily 
crystallizing any philosophy into a creed is only 
too well illustrated by a history of religious 
schisms.”* 

The Industrial Accident Commission is in 
legal effect and, in most respects, a court with 
jurisdiction restricted to the adjudication of 
disputes arising under the workmen’s compen- 
sation law. This Commission performs certain 
administrative duties and is also an adminis- 
trative function under the control of the exec- 
utive branch of the State government. _ The 
duties of the Commission are fourfold: 

(1) To determine controversies concerning 
the right to and the liability for compensation. 

(2) To regulate and manage the State Com- 
pensation Insurance Fund. 

(3) To secure safety in places of employ- 
ment. 

(4) To enforce the insurance provisions of 
the Act. In the State of California, the Com- 
mission maintains two offices, one in each of 
the State Buildings in San Francisco and Los 
Angeles. The Commissioners are appointed by 
the governor, each serving a four-year term. 
There is no requirement that the members be 
versed in law. The cases are heard by referees 
who preside and report their findings. The 
referee is a member of the State Bar who has 
been in the practice of the law for a minimum 
of five years and who has been admitted to 


921 


| 
} 
W 
i 
otf 
if 
‘ 
: 
i 


a 
< 500 45 <3 Figure 
° = 
400 ff Claims and 
S23 State of New York 
-_— UF ate o w Yor 
ra SZ from 1947 to 1956. 
100 ay 
| | | | | 


1947 1948 1949 1950 
TIME IN YEARS 


practice before the Supreme Court of The 
United States. The Commission contains a 
medical department whose activity is four- 
fold: 

(1) advises the referee and the Commission 
upon medical problems, 

(2) examines employees at the request of 
the Commission and referees, 

(3) appoints an impartial specialist, termed 
an independent medical examiner, who reports 
his findings to all parties concerned and 

(4) examines medical bills in accordance 
with the Industrial Fee Schedule. 


Recoupment 

Recoupment is the reasonable claim to de- 
duct or hold back a part of what is due. It 
is a process of economic adjustment and effects: 
(1) the employer, (2) the employee and (3) 
the cost of the product to the consumer. 

Several large cities of the United States were 
evaluated with reference to the number of 
industrially incurred cardiac accidents. Claims 
and monies paid in the State of New York are 
demonstrated by a chart in Figure 1. The 
increment in the number of claims and com- 
pensation awards from the periods of 1947 to 
1956 are obvious. 

The State of California demonstrates a simi- 
lar increment as illustrated by the chart in 


922 


1952 1953 1954 


1955 1956 


Figure 2. This statistic is correlated with the 
increase in total claims. 

Figure 3 demonstrates the number of claims 
of fatal versus non-fatal cases. Here, too, the 
increment is self-evident. 

The State of Illinois does not make such 
statistics available. It is evident that heart 
disease, as it is related to industry, is increas- 
ingly becoming a matter of issue. 

Various forms of benefits are allowable 
under the California law. An injured employee 
is entitled to receive all medical, surgical and 
hospital treatment essential to the cure or relief 
of the effect of an injury. The full responsi- 
bility for furnishing this treatment is obligatory 
on the part of the employer. The workingman’s 
recourse, in the event of refusal to allow such 
treatment by the employer, is to undertake 
medical care on his own and, through Com- 
mission proceedings, the employer is there- 
after made responsible. In the event that the 
workingman is dissatisfied with the treatment 
furnished by the physician of the employer's 
choice, he may request a change of physicians. 
A panel of three physicians is then furnished 
him, and he has his choice of selection there- 
from. A disabled workingman is entitled to a 
weekly payment because of the effect of any 
injury. This indemnity is payable: (1) for 
the time required to recover from an injury 
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and (2) until a condition is reached where 
further improvement is not to be anticipated. 
After either stage has been reached, further 
temporary indemnity is not payable. Where 
further improvement is not anticipated, a per- 
manent indemnity is the privilege of the work- 
ingman. This is limited to a period of four 
hundred weeks plus a pension for life subse- 
quent to the payment of the four hundred 
weeks, equivalent to a maximum of sixty per- 
cent of the employee’s average earnings at the 
time of injury. 

Permanent disability is the workingman’s 
privilege. This relates to the loss of a part of 
the body or the permanent loss of some body 
function resulting in actual disability and a 
diminished ability to compete in an open labor 
market. The amount of statutory compensa- 
tion depends upon a rating by the Commission. 
In the State of California, death benefits are 
awarded if a workingman’s demise is one of 
aggravation or cause related to employment. 
In cases of totai dependency, a maximum 
benefit of $17,500 is payable. If the depen- 
dents are a widow and one or more minor 
children, the death benefits will be increased 
twenty-five percent to $20,500. Partial depen- 
dency is a factor in evaluating the amount of 
payment. A statutory burial expense, not ex- 
ceeding $600, is likewise payable. In the State 
of New York, no definite limit is put on death 
benefits. It is, among other things, dependant 
on many factors such as the age, occupation, 
longevity and the number of dependents of 
the deceased. 

If the injury was caused by the serious and 
willful misconduct of the employer, fifty per- 
cent additional compensation must be paid 
but limited to a maximum of $7500. If the 
injury was caused by the serious and willful 
misconduct of the employee, his compensa- 
tion may be reduced by fifty percent. If pay- 
ment of compensation is unreasonably delayed 
or refused, the award may be increased ten 
percent. Interest is payable at seven percent 
when compensation awarded by the Commis- 
sion has not been paid when due. Injured 
workingmen are not required to have attorneys 
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represent them in cases before the Commission. 
However, in cases where the facts are com- 
plicated, or where a close question of law is 
involved, an injured employee may find it more 
advantageous to have an attorney. Where an 
attorney is hired, his fee is fixed by the Com- 
mission and is paid by the employer. Com- 
pensation or benefits are not subject to income 
tax. This includes sums received in C. and R. 
Claims.* 

In addition to compensation, an injured 
employee may be entitled to rehabilitation 
services. They are given when: (1) the work- 
ingman is unable to return to his former em- 
ployment, (2) his earning capacity is mate- 
rially reduced and (3) he is seriously handi- 
capped from his occupation. 

Under the laws of the State of California, 
employers are required to carry a compensa- 
tion policy for the protection of his working- 
men. When an action is brought before the 
Industrial Accident Commission, the insurance 
carrier stands in the place of the employer 
and the latter makes the actual payment. The 
insurance payments for disabilities reflect a 
modification of the employer’s future premiums. 
The cost to the employer is also predicated 
upon the classification of employees. If the 
“experience rating” of the insured company is 
of a good type, the employer then receives a 
dividend. This influences the future costs of 
insurance. Thus each insured is in some way 
made liable for his premium, and this may act 
as a deterrent towards injudicious standards 
of employment. The frequency and severity 
of accidents have a direct relationship upon 
the cost of workmen’s compensation insurance 
to the employer. Although actual figures are 
not available, the cost of the insurance to the 
employer will be added to his other overhead 
expenses all of which will undoubtedly play 
some part in the consumers’ cost.‘ Workmen’s 
compensation laws are a factor of small im- 


*(C. and R. settlements are compromise and release 
settlements which are primarily agreed upon by the injured 
and accepted by the employee or his insuror and ap- 
proved by the Commission.) 
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portance in the overall consideration of an 
industry locating in a State.° 


The Physicians’ Study 

The opinion of a medical expert is com- 
petent to establish the cause of a cardiac dis- 
ability. The referee is a layman who possesses 
no more than a superficial familiarity with 
medical problems and he must rely on medical 
experts. It is therefore mandatory that a mini- 
mum basic set of facts be prepared by the 
physician in order that the “layman” referee 
may properly ajudicate the findings.’ 

The minimum opinion must consider: 

(1) the condition of the heart prior to the 
claim of injury; 

(2) the severity of the injury, the area of 
the body involved and how it affected the 
heart; 

(3) the type of injury; i.e., crushing, pene- 
trating, or strain; 

(4) the symptoms and signs present at the 
time of their appearance; 

(5) how many of the findings actually pre- 
existed; 

(6) was an underlying, preexisting lesion 
present and, if so, was it aggravated; 

(7) if strain be accused, precisely what was 
being done at the time; 

(8) was the activity normal (regular) or 
unusual for the patient; 

(9) what was the effect upon the patient; 

(10) what extracardiac complications exist 
in the patient and what are their effects; 

(11) at autopsy was coronary occlusion with 
subsequent pathologic changes found (did this 
correspond with the clinical history of the 
patient and was it consistent with the time 
elapsed between the claimed injury and death). 
The diagnosis must be precisely and clearly 
stated and a brief summary should be given as 
to the cause and effect relationship. The weight, 
or value, of any opinion depends upon the 
validity of the reasons assigned for it.® 


Effect Upon Employment of Handicapped 


“Circumstance and proper measure give an 
action its character and make it either good 
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or bad.”*° The advantages gained by the laws 
of the compensation system are, in some as- 
pects, negative in character. Because of the 
many factors which exist with reference to 
cardiac disorder, employers are extremely re- 
luctant to extend employment to such handi- 
capped. Although current cardiology stresses 
the fact that the cardiac, with relatively rare 
exceptions, not only can but should work, many 
individuals who have had episodes of cardiac 
disorder refrain from gainful employment. 
Similarly, areas of workmen’s compensation 
law produce disadvantages. “If complexity be a 
virtue, then the California system of workmen’s 
compensation compares favorably with any 
other system in the world. Nowhere has there 
been a more determined effort to devise and 
operate a theoretically perfect compensation 
system. One would have to look far to find a 
better illustration of the tremendous gap which 
often exists between sound theory and 
successful practical operation. In actual 
practice, the California system is bogged down 
in a maze of complexities so extensive that 
even those who have spent years in the field 
are unable to predict its operation from case 
to case.” 

Much of the confusion surrounding the 
California Workmen’s Compensation system 
arises from the disability rating methods. This, 
in particular, extends to the now present 
trends to include degenerative diseases, such 
as cardiovascular disorder in compensation 
adjudication. Other variables include: (1) 
occupation, (2) age, (3) the ability to compete, 
(4) the question of apportionment, (5) the 
second injury awards, (6) the proper 
management of rehabilitation. The inevitable 
results of the tendency to award compensation 
in cases involving degenerative diseases is an 
increasing reluctance by employers to hire or 
retain those in the age groups usually afflicted 
by such diseases. These shortcomings affect 
not only the workers who are already 
handicapped but also all workers since all will, 
at some time, come within the age group most 
likely to be affected by degenerative disorders. 
The problems in this area will therefore become 
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FIGURE 4 TYPES OF CARDIOVASCULAR DISORDER FOUND BY WILLIAM GREER, M.D.* 


DIAGNOSES 


ESSENTIAL HYPERTENSION . ai 
ARTERIOSCLEROTIC HEART DISEASE . 


RHEUMATIC HEART DISEASE 


HYPERTENSIVE CARDIOVASCULAR DISEASE 


ABNORMAL ELECTROCARDIOGRAMS ... 
CONGENITAL HEART DISEASE . 


TOTALS 


MALES FEMALES TOTAL 
63 100 
43 45 

24 
18 


141 


* As reported before the First Wisconsin Conference on 
Work and The Heart, Marquette University (May) 1957. 


more intense as further medical advances extend 
the life expectancy of our population. 
Cardiac Disorder 

Cardiac disorder which occurs in the process 
of disease affecting an average working 
population includes: 

1. Essential hypertension. 

2. Arteriosclerotic heart disease (coronary 
insufficiency, coronary failure and myocardial 
fibrosis ). 

3. Rheumatic heart disease. 

. Hypertensive cardiovascular disease. 
. Abnormal electrocardiogram. 
. Congenital heart disease. 

7. Traumatic heart disease. 

Greer investigated twenty-six hundred 
employees in a plant population and found the 
following (See Figure 4). Heart disease related 
to physical trauma was not included in this 
series. Particular note is made that sixty-five 
percent of the age group studied were in the 
range of forty to sixty years. This is the time 
of the greatest earning capacity. 

The common denominator of all compen- 
sation claims is trauma whether it be of a 
physical type or a phenomenon of stress 
related to thereafter occurring secondary 
changes in the body physiology. The following 
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relationships exist between trauma and heart 
disease.'? 3 

“1. Trauma resulting in direct injury to the 
heart. 

2. Trauma, exertion or emotional disturb- 
ance resulting in increase of heart rate or 
increase in blood pressure, either of which may 
increase the work of and cause failure of an 
already diseased heart (coronary arteriosclerosis 
is the underlying pathology in the vast majority 
of cardiac compensation cases). 

3. Trauma resulting in shock and slowing 
of blood flow which may predispose to the 
occurrence of thrombosis in previously diseased 
arteries. 

4. Trauma resulting in increased coagul- 
ability of the blood which may predispose to 
the occurrence of thrombosis in previously 
diseased coronary arteries. 

5. Trauma resulting in immobilization of an 
extremity or in confinement to bed which may 
predispose to pulmonary thromboembolism. 

6. Trauma resulting in fracture or in damage 
to fatty tissue which may result in pulmonary 
fat embolism. 

7. Trauma complicated by infection which 
may localize in the heart, thereby resulting in 
heart disease.” 

In considering trauma of a physical type we 
must deal with the circumstance in which 
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mechanical violence can be said to be a direct 
cause of cardiac injury. Lasky and Davis have 
demonstrated that involvement of the heart in 
bodily trauma occurs in a variable incidence.'* 
Although it seems to bear no_ particular 
relationship to type or extent of bodily injury, 
it most likely occurs secondary to chest trauma. 
The first clinical attempt to determine the 
incidence of cardiac trauma in bodily injuries 
was reported by Barber.’* He made electro- 
cardiographic studies in thirty-three cases of 
chest injuries and found that eight (24.2 
percent) of these showed abnormalities. Sigler 
studied the incidence of trauma to the heart in 
forty-two cases of rather serious accidental 
injuries to the body.'’® In thirty-two (76.2 
percent) of these cases, there was clinical and/ 
or electrocardiographic evidence of some 
cardiac damage. Complete recovery took place 
in nearly all cases in this series. Only one 
patient showed permanent damage and, in 
another case, tiie cardiac injury was responsible 
for death. Of seventy-five patients studied by 
Lowry, twenty (twenty-six percent) showed 
some slight but definite abnormalities within 
forty-eight hours after the accident.’* In the 
above groups, the incidence of cardiac involve- 
ment is markedly variable and, although this 
entity occurs in approximately one-third of 
patients sustaining bodily trauma, the incidence 
will vary with the type of case studied and more 
directly with the location and extent of trauma. 
As demonstrated in the extensive work of 
Lieberman, et al, the serum glutamic-oxalacetic 
transaminase levels may be elevated in cases 
of generalized bodily trauma without cardiac 
involvement.'’ This is, of course, confirmatory 
of the presence of this enzyme in other major 
organs of the body and, in particular, in the 
skeletal muscle.'* The literature contains few 
examples in which there is evidence of con- 
tinued cardiac disorder following recovery 
from injury. The abrupt dichotomy between 
rapid death and complete recovery is very 
evident. 

A frequent cause of cardiac disorder as re- 
lated to either emotional or physical stress 
may be headed “trauma or stress as the cause 
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Diseased Heart 


Unusual exertion, anxiety, anger, or fear, may 
precipitate heart failure by imposing an intolerable 
work load on the already handicapped heart. 


If signs or symptoms of heart failure have been 
precipitated or contributed to by an episode of over- 
work, they should occur at the time of or immediately 
after the event that was responsible for them. 


If a day or more elapses before termination of 
stress and evidence of cardiac failure, there is prob- 
ably no causal relation between the two. 


of failure of an already diseased heart.” It is 
extremely unusual to have the above set of 
circumstances precipitate cardiac disorder in 
the absence of a previously diseased heart and, 
in particular, the presence of coronary arterio- 
sclerosis of various degrees. An episode of 
violent exertion, fear, pain, anger or anxiety 
may greatly increase the work of the heart. 
This occurs by an increase in heart rate, 
change in cardiac output and a rise in blood 
pressure. These factors increase the work of 
the heart. They do not damage a normal 
heart. They may, however, precipitate the 
failure of an already diseased heart.'* 


Coronary Heart Disease 


Of the one hundred cases of workmen’s 
compensation cardiac claims discussed by 
Texon, seventy-eight were due to coronary 
disease.'® A review of all of the cardiac claims 
in the State of Washington since 1950 re- 
veals that in three hundred and sixteen out 
of four hundred and one cases (seventy-seven 
percent), the problem was acute myocardial 
infarction, or acute coronary insufficiency, and 
excessive, or unusual, effort was the alleged 
cause of the cardiac accident. The average 
relationship of seventy percent to eighty percent 
found in the State of New York and the State 
of Washington approximates that found in the 
State of California. 

The precise factors which precipitate cor- 
onary occlusion are very poorly understood. 
They include many phenomenon, such as 
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psychic influences in which a vasospasm might 
occur or in which serum cholesterol may be 
elevated and thereby produce thrombosis; 
humoral mechanisms in which dietary intake 
or a heavy fat molecule may in some way 
affect the clotting mechanism; anatomical var- 
iables in which the arterial subintima have a 
type of anatomy which predisposes them to 
degenerative changes. In addition, one must 
consider the type of employment, environ- 
mental influences, obesity and Valsalva phe- 
nomenon. 

Even such remote considerations as sea- 
sonal variations and cold weather seem to 
have some influence on a higher incidence 
of coronary thrombosis. 

In attempting to accomplish a finite relation- 
ship between cause and effect, we find that the 
precise factors which precipitate coronary 
occlusion or sudden death are poorly under- 
stood at best and, in most cases, such attacks 
occur without a recognized, significant event 
in the individual’s activity and environment. 
They do not uncommonly occur during sleep. 
A decision as to whether or not there is a 
relationship between effort and thrombosis or 
death may be even made more difficult when 
the pathological anatomy is studied which may 
demonstrate that a coronary occlusion may 
require hours or days to develop to the point 
of symptoms so that the activities of the 
worker shortly before the onset of symptoms 
may be unimportant in the process. 

Coronary occlusion may occur by: (1) 
progressive intimal thickening, (2) intimal 
hemorrhage and (3) intraluminal thrombosis. 
The phenomenon of progressive intimal thick- 
ening is probably unrelated to employment. 
Patterson has been the leading exponent of 
the importance of intimal hemorrhage being 
an important factor in coronary occlusions.”° 
He has been able to demonstrate intimal cap- 
illary hemorrhages between the endothelium 
and the vasovasorum. The latter, he feels, take 
their direct origin from the intima of the cor- 
onary arteries and not from the adventitiae. 
Increases in systemic pressure be they due to 
physical activity, emotional stress, increased 
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cardiac output or any other factor may rup- 
ture such capillaries leading to significant thick- 
ening of the intima and, in some cases, actual 
occlusion of the coronary artery. 

Four mechanisms have been proposed for 
the episode of occlusion. 

1. Roughening of the intima producing a 
thrombus. 

2. Increase in the coaguability of the blood 
during emotional stress.” 

3. Texon’s application of Bernoulli’s theo- 
rem which states that fluid in motion possesses 
energy by virtue of its velocity and pressure. 
The static pressure plus the velocity pressure 
are constant as fluid flows from point 1 to 
point 11 in a given tube. However, if there 
is narrowing at point 11, the velocity increased 
and the static pressure falls correspondingly. 
Texon applies Bernoulli's theorum to hypo- 
thecate that the fall in static pressure at such 
a point produces a negative process of suction 
or suction effect which stimulates intimal thick- 
ening and atherosclerotic plaque formation.** 

4. When degenerative changes in a plaque 
have progressed to a critical point, an increase 
in velocity related to the decrease of the lumen 
of the vessel may sufficiently increase the suc- 
tion effect to detach the intimal layer and lead 
to thrombosis at this or a near distant 
point. 

Sparkman states that this is a subject which 
lends itself to bias and strong opinion.** In- 
deed, the facts are few and the opinions many, 
divergent and often not entirely objective. 


The Age of the Myocardial Infarction 


The basis for determining the relationship 
of the onset of coronary thrombosis and en- 
vironmental influences will be the postmortem 
studies. As referred to by Douglas Campbell, 
an objective evaluation is that which is seen 
at the autopsy table and the correlation of 
circumstances prior to death.’ The most com- 
mon lesions found at autopsy are arterio- 
sclerosis and atheromatosis. These lesions may 
be diffuse or more or less confined to points 
of branching. Frequently the anterior descend- 
ing branch of the left coronary artery is in- 


MEDICAL TIMES 


4 
¥ 
is 
{ 


FIGURE 5 DETERMINATION OF APPROXIMATE AGE OF MYOCARDIAL INFARCT.* 


AGE OF INFARCT GROSS APPEARANCE OF MYOCARDIUM 


WITHIN 24 HOURS Myocardium in ill-defined area appears a little drier 
than the surrounding myocardium. It is slightly 
glossy. 

APPROXIMATELY 48-72 HouRS  Infarcted area is paler and drier. Sometimes focal, 
red-purple areas of hemorrhage are encountered. 


APPROXIMATELY 4 DAYS A fine yellow line at the periphery is noted. 


APPROXIMATELY 6-8 DAYS Color of infarcted area changes to yellow. 


APPROXIMATELY 8-10 DAYS Thickness of myocardium in infarcted areas is de- 
creased. Area of infarction seems depressed. 


Infarcted areas show much granulation tissue. The 

color becomes reddish-purple because of a new 

formation of capillaries. 
2-3 MONTHS In the infarcted areas the granulation tissue be- 
comes older, and there is more collagen. Gradually 
they become paler until they are gray and white. 
AFTER 3 MONTHS Firm white scar tissue replaces myocardium. Wall 
at site of old infarct is much thinner than adjacent 
normal myocardium. 


* Reproduced from Autopsy Diagnosis and Technic, Table 9, with permis- 
sion of author—Otto Saphir, M.D. and Paul Hoeber Company, Publishers. 


volved, particularly in a region about 2 cm. sels. 


Although the necrosis of the muscles 


distal to its point of origin. As a result of 
atheromatosis, ulcers in the intima occur form- 
ing a basis for thrombi. Thrombi are also 
frequently encountered in the right coronary 
artery about 3 cm. to 4 cm. from its point of 


origin. Occasionally, a reddish-gray, firm 
organized thrombus is found attached to the 
wall. Following the careful evaluation of the 
gross findings, careful histological studies 
should be made of the suspected sections. The 
first result of the stoppage of the blood supply 
to a portion of the myocardium is necrosis of 
the muscle fibers and, to a lésser extent, of 
the connective tissue and smaller blood ves- 
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starts almost immediately, it is difficult or 
impossible to find any definite histological 
evidence of it until five or six hours have 
elapsed (Figure 5). 

Mallory studied seventy-two autopsies of 
instances of myocardial infarction of which 
the age of the infarct could be accurately deter- 
mined.** 

On the basis of these findings, char- 
acteristic gross and microscopic features were 
objectively evaluated. The age of an infarct 
could be judged fairly accurately from the 
histologic picture during the first three weeks 
(See Figure 6). 


FIGURE 6 SPEED OF HEALING OF MYOCARDIAL INFARCTS* 


FIRST WEEK During the first 24 hours, necrosis of muscle should be 
found, with slight polymorphonuclear leucocytic infiltration 
at the periphery. From the second to the fourth day the 
degree of this infiltration should increase progressively. In 
the four-day infarct the periphery should show marked infil- 
tration with polymorphonuclear leucocytes, with degenera- 
tive changes and signs of necrosis in many of those infiltrating 
cells. On the fourth or fifth day the first signs of removal of 
muscle fibers appear. Blood capillaries and connective tissue 
can be found penetrating the infarct from the periphery. 
Single fibers, or small clumps of fibers, may have undergone 
phagocytosis and removal by the seventh day. 


SECOND WEEK It is during this stage that the removal of the peripheral 
muscle fibers becomes a prominent histologic feature. By 
the tenth day there is a peripheral zone, 1 mm. or more in 
thickness, from which the necrotic muscle fibers have been 
almost completely removed. As a result, numerous pig- 
mented macrophages are found. The ingrowth of blood 
vessels and connective tissue has become quite prominent. 
The fibroblasts have a curious basophilic character. Moderate 
numbers of eosinophils, lymphocytes and plasma cells may 
be found. Active phagocytosis and removal of fibers occur 
along the edge of the fibers should be almost completely 
removed from small infarcts (3 cm. to 4 cm. in diameter). 
Polymorphonuclear leucocytes have practically disappeared. 


THIRD WEEK During the third week the removal of muscle fibers still 
continues in large infarcts. Pigmented macrophages are 
numerous. Eosinophils are still present but decreased. The 
basophilia of the fibroblasts is also becoming less marked. 
Plasma cells and lymphocytes may be fairly prominent. In 
addition to these features, the first signs of collagen forma- 
tion may be found in the form of fine collagen fibers. These 
are first produced by the fibroblasts at the periphery. 


FOURTH TO During this stage, recognition of the age of the infarct is 

SIXTH WEEK largely dependent upon the amount of collagen that has 
been formed by the connective tissue cells. Therefore, accu- 
rate dating is difficult or impossible. A necrotic central mass 
of muscle may still be found during this period, and usually 
some signs of active removal of this material are still present. 
By the end of this period, collagen is quite a prominent 
feature in the infarct. The whole scar is definitely con- 
tracted, and the vascularity and infiltration by pigmented 
macrophages and lymphocytes are beginning to decrease. 


* Mallory, G. Kenneth, White, P. D., and Salcedo-Salgar, Jorge: Speed of 
healing of myocardial infarcts, Am. Heart J. 18:653 (December) 1939. 
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Summary 


Workmen's compensation is an integral part 
of our social and economic system. There is 
a marked increase in the number of cases of 
degenerative disorders receiving compensation 
awards. This most frequently includes cardio- 
vascular diseases. 

This problem in forensic medicine is further 
emphasized in comparing the economic adjust- 
ment over the past ten-year period in the State 
of New York during which time the payments 
for cardiovascular incurred disability increased 
from an average annual payment of one mil- 
lion dollars to an average annual payment of 
six million dollars. This vast increment is re- 
flected and adjusted by various economic 


means, and ultimately in the cost of the prod- 
uct to the consumer. However, a protective 
system of preserving the workingman is the 
ultimate outcome. The need for orientation in 
the field of cardiovascular disease in indus- 
trially-incurred disability is self-evideni and of 
growing import. At the moment, this subject 
lends itself to bias and strong opinion. For 
this reason, this publication has been written. 
The presentation of this subject has included 
many aspects which might not otherwise be 
known to the physician called upon to offer an 
opinion. It is hoped that a more objective 
evaluation of the situation will be the outcome 
of this effort. 
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DIAGNOSIS AND TREATMENT 


PLEURAL 


A well organized and thorough 
clinical investigation must be carried out in 
those patients who have a pleural involvement 
because of the knowledge that pleural involve- 
ment is usually secondary to a serious under- 
lying disease.’* This is confirmed by 
Table I which shows the diagnoses of two hun- 
dred patients with pleural disease cared for at 
the Missouri State Sanatorium during the years 
from 1951 to 1960. The information obtained 
from the retrospective analysis of these patients 
will be used throughout this presentation for 
illustration. 


Diagnosis 

Some clues to the diagnosis of pleural dis- 
ease follow. There may be gross pleural in- 
volvement without symptoms. The common 
expression of pleural disease is increased 
fluid.’° Episodes of typical pleuritic pain 
may occur as long as two to three years before 
the development of an overt tuberculous effu- 
sion.*? An exacerbation of tuberculous pleurisy 
with effusion may simulate closely an acute 
bacterial pneumonia with fever, chest pain and 
leucocytosis.2* Such patients should be re- 
checked several times at two- to four-week in- 
tervals by x-ray and physical examination lest 
they reappear later with far advanced, pul- 
monary tuberculosis in tragic condition. Dis- 
tress in the chest, due to minor causes such as 
myositis, the costochondral syndrome, and gas- 
trointestinal disturbances, is often erroneously 
labelled “pleurisy,” ignoring the serious sig- 
nificance of such a diagnosis. Sharp pain pro- 
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duced or increased by respiratory motion is 
characteristic of pleural inflammation. A dull, 
unpleasant, “full-feeling” may replace this as 
the fluid increases. Frequently, the develop- 
ment of moderate amounts of fluid will prevent 
rubbing of pleural surfaces and result in para- 
doxical relief of pain. Conversely, removal of 
the fluid may cause pain to return, or increase. 
Pleural disease may occasionally give rise to a 
nonproductive cough. Massive effusions fre- 
quently produce evertional dyspnea, and or- 
thopnea, and occasionally dyspnea at rest.**: 2° 

A history of trauma to the chest should lead 
to a suspicion of the existence of an hemo- 
thorax. Increasing fever and leucocytosis while 
under therapy for pneumonia suggest the de- 
velopment of empyema.” *° The appearance of 
fluctuant swellings on the chest wall may be due 
to empyema necessitatis. The development of 
fever and leucocytosis after thoracic surgery 
also suggests empyema, possibly due to a 
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bronchopleural fistula.*? Pleural involvement 
following an episode of acute abdominal dis- 
ease may be secondary to a subdiaphragmatic 
abscess.”* *° Without surgical exploration, this 
may be mistaken for an empyema or pneu- 
monia. 

Physical signs suggestive of pleural involve- 
ment depend on the impairment of normal res- 
onance and depression of breath sounds and 
fremitus by the intervention of fluid between 
the chest wall and the lung. Limitation of mo- 
tion of the chest wall, shift of the trachea to 
the opposite side, fullness of the interspaces, in- 
creased venous pressure and shift downward 
of the liver may be due to a massive effusion. 
Considerable fluid may be present without 
characteristic physical signs.** 

X-ray signs suggestive of pleural disease are 
not limited to the appearance of shifting densi- 
ties. Blunting of a costophrenic sulcus indicates 
present or past pleural disease. Surgical or 
needle exploration may reveal that radiological 
densities, assumed to be entirely fibrous tissue, 
are really due to an active progressing inflam- 
mation or a neoplasm. Fluid in a posterior 
costophrenic sulcus may be difficult to visual- 
ize on a frontal radiograph, but may be easily 
shown by lateral or oblique views.” ** 


Procedures in Diagnosis 


@ Careful History AND PHysicaL ExaMI- 
NATION are essential starting points in the dif- 
ferential diagnosis of the disease underlying 
pleural involvement. Some diseases which may 
be associated with pleural involvement are: 
collagen diseases; tuberculosis; the deep my- 
coses; malignancies of all types and sites of 
origin; vascular disturbances such as embolism 
with infarction; pneumonias; amebic abscesses 
of the liver; tumors of the ovary; anasarca due 
to kidney disease; and congestive heart failure 
and many others.°: 17, 22, 26 

Additional diaguostic procedures may be in- 
stituted while the patient is being observed un- 
der therapy guided by the initial clinical im- 
pressions; routine laboratory studies, such as 
complete blood counts and routine urinalysis; 
chest x-rays; and electrocardiograms. A pre- 
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TABLE! CLASSIFICATION OF CASES OF PLEURAL 
DISEASES, Missouri State Sanatorium 


DIAGNOSIS 
Tb. pleuritis 


Non-tb. empyema 
Cardiovascular Disease 

Spont. pneumothorax 
Histoplasmosis 

Pleural calcification 
Rheumatoid Disease 

Hepatic cirrhosis 
Pleurodiaphragmatic adhesions 
Etiology unknown 


mature unchanging decision as to diagnosis is 
to be abhorred, but the indecision arising from 
lack of a working clinical impression works 
a hardship on both patient and physician. 

@ SKIN TESTING with tuberculin, fungal and 
other antigens may be valuable and can be in- 
itiated at first approach, to be read in two to 
three days. Negative skin tests are more help- 
ful than positive ones, particularly in the en- 
demic areas of the various fungal infections. 
This is well illustrated by Missouri where eighty 
percent of the general population show positive 
reactions to histoplasmin. Negative tuberculin 
tests of proper strength, application, and read- 
ing rule out tuberculosis under all except very 
unusual circumstances, such as extreme debil- 
ity, recent primary infection, and hypergic 
states (e. g., Hodgkin’s Disease *° 

@ CHEsT X-Rays are very helpful in the 
recognition and localization of fluid but are not 
diagnostic even if parenchymal disease is vis- 
ible, because of similar appearances due to 
various causes,”° 

@ A successful THORACENTESIS is necessary 
to prove the presence of abnormal amounts 
of fluid. The mere obtaining of fluid is not 
nearly as important as the studies which may 
be done on the fluid. Approximately, one-third 
of the patients admitted to the Missouri State 
Sanatorium with pleural disease have had thora- 
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centeses prior to admission but either insuffi- 
cient or no studies of the fluid were done or 
reported to us. Chest x-rays taken after a suc- 
cessful thoracentesis may reveal previously ob- 
scured parenchymal disease. Thoracenteses 
are more successful in obtaining fluid if guided 
by fluoroscopy. 

@ A brief review of the PATHOPHYSIOLOGY 
OF PLEURAL FLUID seems advisable at this 
point. The small amount of fluid normally 
present depends on a balance between continu- 
ous capillary filtration and continuous absorp- 
tion, primarily, by the lymphatics. Capillary 
filtration tends to be increased by the intra- 
capillary hydrostatic pressure, the colloidal os- 
motic pressure of the fluid, and the negative 
intrathoracic pressure; and decreased by the 
colloidal osmotic pressure of the plasma, and 
depends a great deal on the integrity of the 
capillary wall.*: 

Absorption of fluid depends on the patency 
of the lymphatics and the back pressure in the 
thoracic lymphatic system. There is a constant 
turnover of fluid and protein in the pleural 
fluid as shown by recent radioactive isotopic 
studies. Even in grossly diseased states, there 
was approximately a fifty percent turnover of 
marked proteins in a twenty-four hour 
period.'®: 22, 26 

The fluid resulting from non-inflammatory 
processes closely resembles normal fluid except 
in quantity. This fluid generally has a specific 
gravity of less than 1.015, total protein of less 
than 3.0 grams percent, and a white cell count 
of less than five hundred per cubic millimeter.?° 
Diseases which increase capillary hydrostatic 
pressure, result in distant blockage of lym- 
phatics, or cause critical depression of the col- 
loidal osmotic pressure of plasma proteins, 
usually produce fluids of non-inflammatory na- 
ture (examples: congestive heart failure, 
nephrosis, cirrhosis, malnutrition 

The constituents of fluid resulting from in- 
flammatory processes depend on the degree of 
damage to the capillaries. Injury produced by 
mild inflammation may produce fluid indistin- 
guishable from a transudate. The presence of 
fluid in the pleural space may be irritating and 
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eventually a transudate may change to a 
chronic inflammatory type of effusion.'’: ** *° 

The greater the damage to the capillary en- 
dothelium, the more the protein and cells leak 
out. When there is severe injury, globulin leaks 
out in relatively large amounts carrying fibrin- 
ogen with it. This results in a fluid which will 
clot after withdrawal, thus interfering seriously 
with study of the fluid. All specimens should 
be treated with an anticoagulant such as 
heparin.* 

The most useful indication of an inflam- 
matory fluid is a total leucocyte count of greater 
than five hundred per cubic millimeter.'° A 
predominance of lymphocytes suggests a 
chronic process such as tuberculosis or a deep 
mycosis, but is not reliable, if the fluid has 
been present for long. A specific gravity greater 
than 1.015, and a quantitative protein of more 
than 3.0 grams percent are helpful but not en- 
tirely reliable. Fluids due to malignancy fre- 
quently fall into the category of inflammatory 
fluid by these tests and probably should be con- 
sidered in a class apart. A hemoglobin, or red 
cell count, is advisable on bloody fluid to in- 
dicate the amount of blood present. Fifty to 
sixty-five percent of bloody effusions are eventu- 
ally proven to be malignant in origin. 

Quantitative sugar determinations have not 
been correlated with the various diseases well 
enough to be of value for routine study." 

Histological examination of centrifuged sedi- 
ment by cell block and Papanicolaou tech- 
niques is valuable. The more frequently done 
and the greater the quantity of fluid processed 
each time, the greater the potential yield. 

The fluid should be cultured for Mycobac- 
terium tuberculosis and fungi. Acid-fast smears 
of sediment may be helpful. Gram stains and 
cultures for nontuberculous bacteria are im- 
portant, particularly if the fluid appears puru- 
lent and the patient has been febrile, or has 
leucocytosis. Negative cultures for acid-fast 


*The use of several 50 ml. autoclaved, screwtopped, 
centrifuge tubes previously prepared with dried, or cry- 
stallized, anticoagulant is of considerable assistance to 
the laboratory. 
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TABLE Ii STUDIES RECOMMENDED ROUTINELY 


ON PLEURAL OR PERITONEAL FLUIDS. 
(All should be obtained on the initial fluid.) 
1. CHEMICAL 
a. Quantitative protein 
b. Specific gravity 
c. Hemoglobin (if fluid grossly bloody) 
or hematocrit 
2. BACTERIOLOGICAL AND MYCOLOGICAL 
*a. Smear and cultures for M. tuberculosis 
*b. Cultures for fungi 
c. Gram stain and cultures for non-thc. bacteria 
3. HISTOLOGICAL 
a. Leucocyte and differential counts 
*b. Papanicolaou smears of sediment 
*c. Cell block 


* Indicates studies which should be 
done on repeat specimens. 


bacilli do not rule out a tuberculous process, 
as shown by the small number of positives in 
our fifty-eight cases of proved tuberculous 
pleurisy.": Only seventeen of forty-nine 
cultures of fluid were positive for Mycobac- 
terium tuberculosis. The other forty-one cases 
were proved by cultures of sputum or biopsy 
material. Repeated cultural and pathological 
studies of fluid obtained by subsequent thorac- 
enteses are advisable if the diagnosis has not 
been made on the first tap. 

A careful plan of studies to be obtained on 
pleural fluid should be kept in mind, as shown 
in Table II. 

The goal is an etiological diagnosis. This 
depends on the efficient accumulation of facts 
which bear a direct diagnostic relationship to 
the underlying disease process. Positive cul- 
tures are sufficiently factual. Histological 
studies of fluid unfortunately are not absolutely 
reliable. The facts on which we rely for judge- 
ments regarding therapy are extremely im- 
portant. Peripheral blood L.E. cell tests are 
advisable, particularly in a woman with derma- 
titis, anemia, nonspecific pleuritis, odd central 
nervous disturbances, and evidence of renal 
Serum protein electrophoresis 
may yield an important clue to diagnosis as 
may bone marrow morphology and cultures for 
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tuberculosis and fungi. Elevation of the blood 
alkaline phosphatase may suggest liver disease 
or bone metastases. X-ray surveys of bone, as 
well as gastrointestinal and urinary tract x-rays 
frequently yield valuable hints.** ** 

@ BroncuHoscopy is a relatively quick 
method of gaining facts useful in diagnosis and 
judgements regarding management. Even if a 
biopsy isn’t performed, bronchial washings will 
supply material for cultures, acid-fast smears 
and cancer cell studies. 

@ Biopsies OF LYMPH NopeEs may be use- 
ful shortcuts to diagnosis, particularly with the 
lymphblastomata and metastatic cancers, but 
also in sarcoidosis, tuberculosis, and the deep 
mycoses. Scalene, or paratracheal, node bi- 
opsies may be done if there aren’t palpable 
nodes. Acid-fast and methenamine silver stains, 
as well as cultures, should be carried out on a 
portion of the nodes removed. 

Most of the procedures described above are 
useful in any type of undiagnosed thoracic 
problem. Having done all the above, there may 
still be uncertainty which can only be resolved 
by a direct approach. Much has been published 
recently about NEEDLE BIOPSIES OF THE 
PLEURA and usually this is a convenient and 
innocuous procedure.’ If a positive 
tissue or cultural diagnosis results, this ends the 
diagnostic search. If the needle biopsy is not 
diagnostic and the need warrants it, an open 
THORACOTOMY with biopsy under direct vision 
should be undertaken.*:'*:*?.?* Patients may not 
accept this, or may not be able to tolerate such 
a procedure. At the Missouri State Sanatorium, 
the surgeons prefer open biopsies because of 
greater surety of obtaining useful tissue. 

The pathological diagnosis of chronic non- 
specific pleuritis is not a satisfactory answer 
but may be the only answer, if patients with 
tuberculous pleuritis have been treated prior 
to biopsy. Timing is important with any diag- 
nostic procedure, as for example, a delayed 
thoracentesis may obtain no fluid for study. 
Arriving at an accurate diagnosis before em- 
barking on a prolonged, possibly toxic, and 
expensive therapy, is greately to be desired as 
may be seen from Case No. 4. 
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TABLE Ill 58 CASES PROVED TUBERCULOUS 


PLEURITIS, Missouri State Sanatorium 
EXTENT OF DISEASE 
Min. i Adv. Total 
Marked improv. .... 8 
Moderate improv. .. 
Slight improv. ..... 0 
No change 
Totals 


X-RAY RESPONSE 
AFTER 4-6 MOS. Rx 


TABLE IV 27 CASES PROBABLE TUBERCULOUS 
PLEURITIS, Missouri State Sanatorium 


X-RAY RESPONSE 
AFTER 4-6 MOS. Rx 


EXTENT OF DISEASE 
Min. Mod, Adv. Total 
Marked improv. .... 12 0 
Moderate improv. .. 12 0 
Slight improv. ..... 1 0 
No change 1 
Totals 1 


Management 


The course to follow in treatment will usually 
be obvious once the diagnosis is made. This 
will be illustrated by referring to types of ther- 
apy employed and the results on the various 
diagnostic categories of two hundred patients 
with pleural disease analyzed recently at the 
Missouri State Sanatorium. 

@ TUBERCULOUS PLEURISY is practically al- 
‘ways associated with a parenchymal lesion 
which is often obscure.*®:***7-?5 Fifty-eight of 
two hundred patients with pleural disease at 
the Missouri State Sanatorium were diagnosed 
as tuberculous on the basis of positive sputum 
and fluid cultures or histological evidence. 
Twenty-seven patients, thirty years of age, or 
less, with positive tuberculin skin tests, with 
positive family histories, and with clinical 
pictures and courses compatible with tubercu- 
lous etiology also were classified as “probable 
tuberculous pleurisy.” Thus eighty-five patients, 
or 42.5%, were classified as having tubercu- 
losis. Approximately sixty percent of all pa- 
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tients discharged from the Missouri State San- 
atorium have diagnosed tuberculosis. It has 
long been a general principle of chest medicine 
that pleural disease of unknown cause was tu- 
berculous until proven otherwise and should be 
treated as such.’’*:**-** The treatment of tuber- 
culous pleurisy has been rather well standard- 
ized and includes adequate chemotherapy with 
Isoniazid and Sodium Paraminosalicylate, or 
some other combination of antituberculous 
drugs as streptomycin and Isoniazid.'*:**:'* In 
our series, chemotherapy was given to all cases. 
Tables III and IV illustrate the x-ray improve- 
ment on adequate chemotherapy plus modified 
rest and adequate nutrition at the end of an 
initial four- to six-month period. It can be seen 
that the results were generally excellent. The 
patients with suspected tuberculosis show better 
responses than the patients with proved disease 
because the former had less extensive pulmo- 
nary disease. 

Six of these were re-admitted, four within one 
year (after leaving against medical advice and 
stopping therapy at four to six months). Two 
of these four were true relapses of pulmonary 
tuberculosis but not pleural relapses. Another 
was re-admitted eight years after first discharge 
with tuberculous epididymitis, and the fourth 
after three years with a pulmonary exacerba- 
tion. 

The duration of followups on these average 
2.5 years. The pleural disease of the four who 
died in the hospital was part of the terminal 
spread of far advanced tuberculosis. Five pa- 
tients died after discharge. One died of pneu- 
monia and peritonitis; another died of cancer 
of cervix; among the other three the causes are 
unknown. Two died in the sixth year postdis- 
charge. 

Five patients had decortications done be- 
cause of thick pleural peels. Two underwent 
definitive pulmonary resections. 

Generally, the response is excellent to chem- 
otherapy, good nutrition and modified bed rest. 
Chemotherapy should be continued for two 
years. Some clinicians are exhibiting adreno- 
steroids in brief courses to prevent severe 
pleural fibrosis.*:** Early treatment would un- 
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doubtedly make this unnecessary. Unless neces- 
sary to relieve dyspnea or make a diagnosis, re- 
peated thoracenteses are generally contrain- 
dicated. 

The management of NEOPLASTIC PLEURAL 
DISEASE is primarily one of palliation as the 
involvement of the pleura usually represents a 
metastatic spread.*° In our series of two hun- 
dred patients with pleural disease, 13.5 percent 
had neoplastic disease, as shown by Table I. 
Although five of these were lost to followup, 
fourteen of the remaining twenty-two are de- 
ceased. One patient had a benign lipoma of the 
mediastinum at surgery. As would be expected, 
the majority were found to have bronchogenic 
carcinomata. None are known to be alive longer 
than three years after diagnosis. Palliation with 
pulmonary resection when feasible, systemic 
nitrogen mustard and intrapleural nitrogen 
mustard were the major therapies em- 
ployed.*:**:** Seven of the fourteen dead are 
known to have died in less than one year after 
diagnosis. In a small series of this sort, any 
conclusions regarding efficacy of therapy of any 
type would be unwise. It is of interest that of 
fourteen on whom sputum cancer cells studies 
were done, five were strongly suspicious and of 
eighteen pleural fluids studied for cancer cells, 
eleven were strongly suspicious and none were 
falsely positive. 

Non-tuberculous EMPYEMA is frequently 
secondary to some other process as shown in 
Table VI. Identification of the infecting organ- 
isms and finding the antibiotics to which these 
are susceptible are vital points in manage- 
ment.***° Demonstration of a bronchopleural 
fistula by the expectoration of methylene blue, 
previously injected in the pleural space, is of 
considerable help. Because of the nature of our 
institution, the majority of our patients were of 
the more chronic, problem types of empyema 
cases. This resulted in an unusually high per- 
centage who required surgery. Incidentally, 
these thirty-six patients with empyema excludes 
postoperative bronchopleural fistulae. Tuber- 
culosis, the mycoses, and cancer have been 
ruled out by multiple cultures, cancer cell 
studies, and response to therapy. Three pa- 
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TABLE V DIAGNOSES—27 CASES WITH PLEURAL 
DISEASE DUE TO NEOPLASM 
Missouri State Sanatorium 

DIAGNOSIS 

Bronchogenic carcinoma 

Metastatic (extrathoracic) 

Mediastinal lipoma 

Leukemia 

Primary mesothelioma 

Malignancy strongly unsuspected . 


UNDERLYING CAUSES 36 NON-TUBER- 
CULOUS EMPYEMATA 
Missouri State Sanatorium 


TABLE VI 


DISEASE 

Bronchiectasis 
Pneumonia 

Pulmonary abscess 
Bronchopleural fistulae 
Post-traumatic 
Unknown 


tients are dead at end of the followup period, 
two of these died three and four years after 
discharge of unknown cause. One died in the 
hospital postoperatively. Fifteen have been 
lost to followup. Of the remaining eighteen 
with an average followup of two years, two 
are totally disabled and the other sixteen are 
well and working, or attending school. Four- 
teen received major surgery — five thoraco- 
plasties and nine decortications. 

Important principles in the treatment and 
surgery of empyemata with or without fistulae 
are the obliteration of abnormal spaces and 
adequate drainage. With modern antibiotic 
therapy, surgery is usually necessary only for 
infections with resistant organisms, patients 
with lowered resistance, and bronchopleural 
fistulae. Empyemata with mixed acid-fast and 
pyogenic infections are very difficult to treat 
successfully. Constant cultural checks should 
be made on those which do not respond well 
since the flora changes rapidly.**:*° 

Of the eleven cases classified (see Table I) 
as CARDIOVASCULAR, six were attributed to con- 
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gestive heart failure and responded promptly 
to digitalis, rest, low salt diets and diuretics. 
Five were due to pulmonary emboli with in- 
farctions and were treated successfully with 
anticoagulants and rest. 

Eleven were diagnosed as SPONTANEOUS 
PNEUMOTHORACES and eight of these were 
treated successfully with tube thoracoto- 
mies. The others absorbed spontaneously. 
None of these had parenchymal pulmonary 
disease during the original hospitalization. Six 
are lost to followup. The others are well. 

HISTOPLASMOSIS was the etiology in six 
others. The therapy was that of the underlying 
pulmonary histoplasmosis with Amphotericin 
B intravenously and surgery when indicated. 
Response to Amphotericin is usually prompt 
but if large amounts of necrotic debris are 
left, recurrence is usual.*° 

Of the eighteen assigned no diagnosis, six 
are known dead, two due to heart disease, the 
others of unknown cause; eight are lost to fol- 
lowup. Four are known alive and well. The 
majority left against medical advice before a 
satisfactory study could be done and followup 
is poor. 

Other obscure causes of pleural disease in 
this series were: one with pleuro-diaphragmatic 
adhesions, cause unknown; one with hepatic 
cirrhosis; two with pleural calcifications of un- 
known cause; and two with fluid due to rheu- 
matoid arthritis. The treatments of these are of 
the underlying disease. Of course, calcifications 
and adhesions do not need therapy, but the 
patient may require reassurance. 

Four illustrative cases from our experience 
are appended here with comments. 


Case One 


This thirty-nine-year-old white farmer and 
railroad laborer, with a negative family history 
for tuberculosis, had rheumatoid arthritis for 
twelve years. He had been under medication 
with adrenosteroids for two years. One month 
prior to admission, he was changed to me- 
thylprednisolone from prednisolone because of 
Cushingoid changes. He promptly lost his 
Cushingoid facies and thirty pounds of weight; 
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experienced let down, malaise and anorexia 
and developed pleuritic pain in the right chest, 
cough, and mucoid expectoration. He was ad- 
mitted to the sanatorium. The past medical 
history and systemic review were otherwise 
noncontributory. 

The important positive physical findings fol- 
low: Chest—Dullness right base, slight lag and 
decreased breath sounds, no rales. Right in- 
guinal hernia. Extremities — Chronic active 
arthritis of knees, elbows, ankles, fingers and 
wrists with ulnar deviation. 

Studies—Complete blood count, urinalysis, 
fasting blood sugar, three histoplasmin com- 
plement fixations, histoplasmin skin test, re- 
peated 2nd strength PPDs, Brucella, Typhoid, 
and paratyphoid agglutinins, and the VDRL 
were negative. Three fifty-hour sputums were 
negative on smear and culture for acid-fast 
bacilli; three gastric cultures were negative for 
acid-fast bacilli; six sputums negative on cul- 
ture for H. capsulatum; three peripheral blood 
L.E. cell tests were negative. 

Course in Hospital — The effusion cleared 
rapidly and apparently spontaneously (see 
below). The chest x-ray (Figure 1A) showed 
fluid two weeks before admission and (Figure 
1B) clearing on admission. His family doctor 
increased steroids one week prior to admission. 
We attempted to decrease steroid dosage and 
left knee swelled and became painful. After 
forty-six days, the patient was discharged with- 
out effusion and with joints quiescent. X-rays 
of joints were compatible with chronic rheuma- 
toid arthritis. 

COMMENT: Weight loss and malaise due to 
loss of salt retaining effect of prednisolone. The 
pleural effusion was due to rheumatoid disease 
with exacerbation due to temporary decrease 
of adrenosteroid effect. The patient has been 
x-rayed every three months for one year with- 
out recurrence of effusion. He is now on 
Plaqueril as well as methyl-prednisolone and 
is doing well. 


Case Two 


This four-year-old, mentally defective white 
girl was admitted in critical condition with tem- 
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FIGURE 1A = (Case |) Chest x-ray showing right 
pleural fluid, two weeks prior to admission. 


FIGURE 18) =(Case |) Normal chest x-ray taken 
at time of admission. 
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perature of 104°, obviously dyspneic and toxic. 
She had become febrile two weeks before with 
cough and had received inadequate antibiotics 
due to her parents’ ignorance and had been 
carried three hundred miles on public trans- 
portation to the sanatorium. Tube feedings 
were instituted immediately. The hemoglobin 
was 5.4 grams percent, total leucocytes 13,000 
with 64 percent polymorphonuclears. The 
right chest was full of fluid and a thoracentesis 
produced pus. Chest x-rays (Figure 2) re- 
vealed right chest fluid, pleural thickening and 
multiple cyst-like cavities in both lungs. 
Hepatomegaly, rapid cardiac rate, and a sys- 
tolic murmur indicated congestive failure. 
Streptomycin and penicillin were injected into 
the pleural cavity, erythromycin was given per 
tube as well as tube feedings, and she received 
transfusions. Antituberculous chemotherapy 
was begun but later discontinued. Cultures 
from pleural fluid and blood revealed a coagu- 
lase positive Staphylococcus albus. Intermedi- 
ate and second strength PPD intradermal skin 
tests have been repeatedly negative. Salt re- 
striction and digitalization were instituted. 

She gradually improved and returned to fair 


(Case 2) A.-P. portable chest x-ray 
taken two days after admission. Note pleural 
thickening and fluid along lateral margin of right 
lung fieid and large cystic cavity overlying the 
left heart border. 
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FIGURE 3A (Case 3) Chest x-ray taken at time 
of admission. Right chest appears nearly full of 
fluid; however, see below. 


FIGURE 3B) = Right lateral chest x-ray taken at 
same time as P.-A. view above. Note large 


empyema pocket posteriorly. 


health over a period of several months. Ton- 
sillectomy was eventually done and after eleven 
months she was transferred to another institu- 
tion where cardiac catheterization revealed an 
adynamic ventricular septal defect. The child 
is now at home and well. Her chest x-ray is 
entirely clear. 

COMMENT: This is an example of post- 
pneumonic staphylococcal septicemia with 
multiple lung abscesses and empyema, extreme 
toxicity and probable congestive heart failure. 
It was fortunate that the response to erythro- 
mycin was prompt. 


Case Three 


This fifty-year-old white male with a positive 
family history for tuberculosis had been well 
except for chronic morning cough until six 
months prior to admission when he developed 
“flu,” malaise, dyspnea, increased cough and 
wheezing. His fever gradually subsided but 
he remained ill and “rundown” and lost forty 
pounds of weight. About four and a half 
months later he experienced a sudden severe 
sharp pain in the right infrascapular area, worse 
on deep breathing. Pneumonia was diagnosed 
by his doctor but after six weeks of penicillin 
and other antibiotics without x-ray response, 
he was admitted to the sanatorium with very 
little pain but still coughing and raising pur- 
ulent sputum with occasional blood-streaking. 
He also complained of wheezing and moderate 
exertional dyspnea. The systemic review was 
negative except for chronic cough of three 
years’ duration (Figure 3A, B). 

Past Medical History—Fractured right arm 
age seven. Occupation—Spray painted for rail- 
road (used mask diligently). 

Physical Examination revealed a thin, mid- 
dle-aged, white man with occasional cough, 
moderate exertional dyspnea and wheezing. 
Chest examination showed decreased motion 
of right hemithorax with dullness and flatness 
of all the right posterior except the suprascap- 
ular area. The breath tones were decreased 
over the right posteriorly and anteriorly. There 
were inspiratory and expiratory wheezing over 
the right upper anteriorly. Other physical find- 
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ings were normal. The electrocardiogram 
showed sinus tachycardia only. The pulmonary 
ventilatory studies revealed severe restrictive 
impairment. 

Studies—Numerous fungal and acid-fast cul- 
tures of sputum and chest fluid were negative. 
The complete blood count was normal. This 
was explainable by the intensive antibiotic 
therapy. The intermediate and second strength 
PPDs and histoplasmin complement fixation 
were negative. The histoplasmin skin test was 
positive. Three cancer cell examinations of 
sputum were negative, as was the broncho- 
scopy. Thoracentesis yielded gross pus, nega- 
tive for acid-fast bacilli, non-tuberculous bac- 
teria and cancer cells on three tests. 

Course in Hospital—Three and one-half 
weeks after admission, an exploratory thoraco- 
tomy revealed large empyema, and a partial 
decortication was done. The patient received 
courses of broad-spectrum antibiotics during 
this period. One month later a Schede thora- 
coplasty was done to obliterate the residual 
space. His total hospitalization. lasted four 
months. Two years later, the patient is well 
and working as spray painter with a stable 
X-ray. 

COMMENT: This illustrates a patient de- 
veloping an empyema after probable pneu- 
monia following Asiatic influenza and eventual 
cure requiring surgery as well as diligent use 
of antibiotics. However, it was the obliteration 
of the empyema space as well as drainage 
which resulted in cure eventually. 


Case Four 


This thirteen-year-old white girl was well 
until a sudden onset of fever, dyspnea and 
right pleuritic pain in early June of 1958. 
(Figure 4A)—x-ray taken three months prior 


FIGURE 4A = (Case 4) Chest x-ray three months | 
prior to admission. Note clouding of lower two- 
thirds of right lung field. 


FIGURE 4B (Case 4) Chest x-ray two months 
prior to admission. 


FIGURE 4C =(Case 4) Chest x-ray just before 
right thoractotomy. 
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to admission.) She improved on rest, peni- 
cillin and tetracycline but continued to have 
mild distress, low grade fever, dry cough and 
some weight loss. The chest x-ray of two 
months prior to admission (Figure 4B) showed 
incomplete clearing. She was admitted to the 
sanatorium for study. 

Course in Hospital—Several thoracenteses 
were unsuccessful. Intermediate and second 
strength tuberculins were repeatedly negative. 
Other studies were all negative, including 
bronchoscopy. She was put on prophylactic 
Isoniazid (pending PPD conversion) and she 
gained weight but the low grade fever and 
chest pain recurred from time to time. New 
x-rays (Figure 4C) revealed increasing size of 


a rounded density in the right lower lung field. 
Seven weeks after admission, an exploratory 
thoracotomy revealed an inoperable malignant 
mesothelioma invading the diaphragm and 
mediastinum. She received out-patient x-ray 
therapy elsewhere but died one and a half 
years later. 

COMMENT: The original episode may have 
been due to an intrapleural hemorrhage which 
fooled us a little because of early improvement. 
This case convinced us of the importance of 
prompt complete diagnosis. We waited for 
conversion of the tuberculin assuming the pa- 
tient to be in the primary tuberculous phase. 
Mesotheliomata are commoner than is gener- 
ally realized. 


Summary 


Pleural disease is practically always sec- 
ondary to serious diseases such as tubercu- 
losis, malignancy, heart disease, mycosis, cir- 
rhosis, collagen disease and others. A _ sys- 
tematic diagnostic approach should include 
complete history and physical examination, 
x-ray studies, routine laboratory tests, careful 
sputum studies for tuberculosis, mycoses, and 
cancer. 


A_thoracentesis constitutes an important 
step but only if complete chemical, bacter- 
iological, mycological and histological studies 


on the fluid are carried out. Lymph node 
biopsies with cultural and histological studies, 
as well as bronchoscopy, may be quite 
helpful. Since a definitive factual diagnosis is 
essential to. proper management, needle and 
open biopsies may be resorted to, preferably 
before the initiation of expensive, potentially 
toxic, and prolonged therapy. Rarely, a period 
of observation and a therapeutic trial may be 
necessary. 

The management of pleural disease is that 
of the underlying cause. 
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SERUM TRANSAMINASE IN 
ENDOMYOCARDIAL FIBROSIS 

In the light of our present experience, we do not consider 
estimation of serum transaminase a diagnostic aid in estab- 
lished endomyocardial fibrosis. 

In the clinical syndromes of endomyocardial fibrosis the 
serum transaminase levels are usually within the normal 
range. The reasons for this are discussed. Serum trans- 
aminase may have diagnostic value in an “acute phase” of 
endomyocardial fibrosis, but such a lesion has yet to be 
recognized. 


JEAN CAMPBELL, B.SC. AND K. SOMERS, M.B. 
The Brit. Med. J. (1960), No. 5185, Pp. 1540-1541 
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PRACTICAL CONSIDERATIONS 


IN DIAGNOSIS AND MANAGEMENT 


Allergic Involvement of the 


As allergy is a general 
disease, it is being recognized more and more 
as an etiologic factor in many of the symp- 
toms referred to the ear, nose, and throat. The 
importance of allergy in the average ear, nose, 
and throat practice has been emphasized by 
Hansel’ and others. As our understanding of 
nasal physiology and pathology has increased, 
our conception of otolaryngic diseases has 
changed. Allergic symptoms, unrecognized and 
untreated, too often present themselves in the 
recently operated patient when he returns for 
the relief of symptoms for which the operation 
was performed.’ The close similarity between 
nasal allergy and other conditions involving the 
upper respiratory tract are apparent to most 
physicians, more especially the otolaryngolo- 
gist attempting to treat his own allergic patients. 
It is impossible for the average doctor to refer 
all his patients with allergic involvement to a 
trained allergist. Very often the attending phy- 
sician is in a much better position to evaluate 
the response to allergic management in the 
treatment of his patients. Years of training 
and experience are required for the trained 
allergist to ferret out each allergic episode. 
However, any physician, with an increased 
knowledge of basic allergic principals, may 
reduce the need for elaborate studies, especially 
in many of the cases that lend themselves to 
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ready and early diagnosis. The financial re- 
sources of many of our patients make it im- 
possible for them to consult a number of 
physicians for the relief of their symptoms. 


Basic Physiology 

One of the main difficulties in the physician 
not trained in allergy is the lack of understand- 
ing of the basic principals of allergy and of 
the basic physiology of the respiratory system. 
As one might expect, the functions of the nose 
are many. Nasal breathing is instinctive, as 
the nose is the natural pathway for the entrance 
of oxygen to the body to maintain life. Any 
other means of breathing in man has to be 
acquired. Nasal breathing in the newborn is 
so instinctive that, in the first two weeks of 
life, blockage of the normal nasal passages for 
any length of time could lead to death. The 
nose not only provides the entrance of air to 
the lung, but the passage of the air through 
the nasal structures prepares the air for con- 
sumption in the lung so that the proper gas 
exchange can be carried. In this preparation, 
the air must be cleansed, properly moistened, 
adequately heated and completely filtered. On 
closer study, the nose, representing the upper- 
most portion of the respiratory system, is a 
delicate mechanism with many functions, the 
most primitive of which is the function of 
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Upper Respiratory Tract 
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olfaction. On inspiration of air through the 
nose, the air is broken into patterns of air 
currents within the nasal cavity to allow for 
the most efficient use of the nasal structures to 
carry out the functions as outlined above. 
Humidification and warming of the inspired 
air are accomplished with amazing efficiency 
by the nose. The epithelial lining of the alveoli 
of the lung is extremely delicate, being com- 
posed of a single cell in thickness and it is 
essential that they be protected from injury 
and drying. Moisture and the temperature of 
inspired air must be kept constant to prevent 
damage to ciliary structure of the respiratory 
epithelium. The moisture of inspired air is 
supplied by the serous and mucous glands of 
the respiratory epithelium. 


Histophysiology of Respiratory Epithelium 

The rich blood supply of the submucosal 
tissue of the nasal structures supplies not only 
abundant nourishment for the serous and mu- 
cous glands but also supplies the vascular 
elements of the turbinates giving rise to the 
heat-producing mechanism of the nasal struc- 
tures. Histologically, the respiratory system is 
covered by essentially the same type of epith- 
elium from the middle ear and nasal cavity to 
the alveoli of the lung. The respiratory epith- 
elium consists of a single cell layer of ciliated 
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epithelial cells with interspersed serous and 
mucous glands. The number of glands of any 
particular portion of the epithelium is depen- 
dent upon the amount of moisture and humidi- 
fication by that particular portion of the epith- 
elium. In the nose, the epithelial structures 
contain many more serous and mucous glands 
than in the much thinner epithelial lining of 
the paranasal sinuses or of the trachea, but 
essentially the structure is the same for the 
respiratory epithelium throughout the entire 
respiratory tract. This respiratory epithelium 
with a constant movement of the celia forms 
a very efficient constantly moving mucous- 
serous blanket whose purpose is to entrap and 
to filter, through mechanical means, any dirt 
particles, pollens, bacteria, or any foreign sub- 
stance, presented by the inspired air, thus act- 
ing as a very efficient filtering and cleansing 
constituent of the protective mechanism for the 
lung. This system of protection through filter- 
ing, humidification and the warming of in- 
spired air is so efficient that, regardless of the 
environmental conditions, the inspired air, by 
the time it reaches the lung, has been condi- 
tioned to promote the most efficient exchanges 
of gases in the alveoli for the preservation of 
health. In addition, there is sufficient experi- 
mental evidence that there is a certain amount 
of filtering activity in the nasal mucosa for 
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minute and microscopical foreign particles to 
be removed from inspired air by electrical 
charges so that there is a certain amount of 
cleansing of the inspired air by the thermo- 
dynamic phenomenon of adsorption. The same 
principle is used in commercial air condition- 
ing, using the principle of positive and negative 
charges for the precipitation, or adsorption, 
of minute particles from air. 


Neurologic Control of Respiratory System 
This entire complicated respiratory system 
is under the complete control of the autonomic 
nervous system. It functions below the level 
of consciousness and serves to carry on purely 
vegatative processes such as vascular tone and 
the regulation of glandular secretion through 
its neurovascular, neuromuscular and neuro- 
secretory controls. The sole purpose of the 
autonomic nervous system is to adjust man 
to his environment and, when unequal to the 
task, disordered function results. This is ex- 
pressed by abnormal neurovascular, neuro- 
secretory and neuromuscular activity. As a 
result, a great many of our ailments of the 
upper respiratory system are of nervous origin 
having as their basis a derangement of the 
autonomic nervous system. Our environmental 
factors differ widely but can be roughly classi- 
fied into: 1. emotional with direct associational 
connections through the frontal centers and 
the hypothalamus; 2. physical with reflex con- 
trol between the body surface receptors and 
the peripheral autonomic expressors through 
axone reflexes, spinal arc reflexes or higher 
through hypothalamic connections and 3. 
inhalants and ingestants with an inherent ca- 
pacity to engender antigen-antibody reactivity 
to specific inhalants, or ingestants, and there- 
after exhibiting antigen-antibody conflict on 
re-exposure, representing allergy in its narrow 
sense. In recognizing the allergic patient, the 
physician cannot entirely disregard emotional 
and physical maladaption to environment as 
being partially responsible for many of the 
symptoms coming under the classification of 
true allergy. The more emotional components 
in the patient, the more difficult it will be to 
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relieve the symptoms by pure allergic manage- 
ment. 


Allergy and the Respiratory System 

In the opinion of some authorities, an esti- 
mated seventy percent of all nasal disorders 
are either a direct expression of allergic dis- 
ease, or the result of aggravation of existing 
disease by the allergic process. These auto- 
nomic neuropathies expressed in the upper 
respiratory tract are the direct result of the 
failure of the autonomic nervous system to 
adjust man to his environment, whether it be 
emotional, physical, or true allergy. The re- 
sulting physical and pathological change in 
the respiratory system, as a result of autonomic 
nervous system inadequacy, is brought about 
by the over action of the parasympathetic ner- 
vous system. These changes are directly ini- 
tiated by the overstimulation of the neuro- 
muscular, neurovascular and neurosecretory 
components of the autonomic nervous system. 
Local edema of the mucosa of the nose is 
probably the earliest and most common ex- 
pression of increased capillary permeability in 
allergic disease involving the upper respiratory 
system. The soft tissue elements of the nose 
and associated nasal structures markedly en- 
larged by edema and the surface covering 
bogged down by excessive secretion greatly 
hinders the nasal structures from carrying out 
their normal functions. The decreased activity 
of the ciliary action of the respiratory epith- 
elium greatly hampers the mucous blanket 
of the respiratory epithelium in its filtering, 
antibacterial, and cleansing action. This exces- 
sive edema and overabundance of mucous and 
serous material interferes with the normal aera- 
tion and drainage of the paranasal sinuses and 
the normal aeration function of the Eustachian 
tube. With the filtering, antibacterial and 
cleansing action of the cilia and mucous blan- 
ket greatly embarrassed, the barrier is let down 
and infection ensues in a soil that is ideally 
prepared for the uninhibited growth of patho- 
genic bacteria. This represents a situation 
where the type of soil is more important than 
the particular pathogenic bacteria involved in 
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the diseased process. As a result of the failure 
of all the normal physiological protective func- 
tions of the nose and associated structure, dis- 
ease is bound to follow. The manifestations of 
this breakdown in normal protective function- 
ing of the upper respiratory system may be 
represented by chronic rhinitis and sinusitis, 
so-called sinus headache, Eustachian tube block 
with secondary otitis media and secondary 
hearing loss, chronic sore throat, recurrent 
upper respiratory infections of all types, recur- 
rent laryngitis and, in children, recurrent croup, 
chronic hoarseness and vocal chord edema, 
chronic cough and repeated tracheobronchitis, 
recurrent epistaxis in children and many of the 
other conditions indigent to the upper respira- 
tory system. The pathologic changes of excess 
edema, excess serous mucous secretion and 
decreased ciliary action may involve any por- 
tion of the respiratory system or may involve 
the entire respiratory tract. The symptoms re- 
sulting from these changes will depend entirely 
upon what portion of the respiratory epithelium 
and subepithelial tissues that are involved. 
Excessive edema and mucous may interfere 
with normal drainage and aeration of the Eus- 
tachian tube with resulting middle ear symp- 
toms. If the shock organ is the nasal mucosa 
itself, there will be excessive nasal stuffiness 
and excessive discharge with improper func- 
tioning of the sinus ostia and resulting sinus 
block and infection. 

In the situation where the shock organ is 
in the region of the larynx, there may well 
be signs of chronic hoarseness due to edema 
of the vocal chords and in children, chronic 
cough and croup. 


Pathologic Changes in Respiratory Allergy 

In the very beginning, these changes in the 
respiratory structures brought about by smooth 
muscle spasm, excessive secretory activity and 
edema are reversible. One of the characteris- 
tics of allergic reactions is the rapid onset, 
violent course and slow regression. If one were 
to examine the nose of a person suffering with 
ragweed hay fever in the middle of the rag- 
weed season and then see the same patient 
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during the month of January, it is hard to 
conceive that this normal nasal mucosa is the 
same mucosa that months before was markedly 
edematous with excess secretion and all the 
characteristic findings of allergic changes in the 
nose. Over a period of years, with repeated 
allergic insults and infection of the nasal struc- 
tures, there will follow certain permanent 
changes that will not regress. There will be 
the destruction of epithelium and cilia of the 
respiratory epithelium and replacement of 
deeper mucosal structures with hypoplastic 
tissue that in time may completely mask the 
underlying allergic disease. In the nasal mu- 
cosa insulted by repeated reactions and infec- 
tions, there will be a stimulation of collagen 
fibers in the submucosal tissue and these col- 
lagen elements may later organize to scar tis- 
ue. This scar tissue upon contraction will inter- 
fere with the lymph drainage and blood supply 
of the mucosal elements and there may ensue 
atrophy of the nasal turbinates so that the 
appearance of atrophic rhinitis may result. 
Over a period of time with constant and re- 
peated allergic involvement and infection, the 
mucosa may become injected and hypoplastic, 
the nasal cavity may show polyps, or polypoid 
hyperplasia, and polypoid degeneration of the 
turbinal mucosa. All these changes only help 
to mask the true nature of disease at its very 
onset. When this stage of the disease is reached 
we are not only confronted with the problem 
of allergic management, but we are confronted 
with pathologic changes that completely ham- 
per and interfere with normal physiologic func- 
tions of the nose. These tissue changes cannot 
be completely corrected by either allergic 
management, or by surgical procedures alone, 
to bring the structure back to normalcy. As 
a result, treatment from either the standpoint 
of allergic management, or from the stand- 
point of surgical interference alone, is dis- 
appointing. It will take a fine balance between 
the use of both methods for the complete 
success in the management of such cases. The 
treatment of a patient using the finest surgical 
technique will not result in permanent relief 
without the application of allergic principles of 
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treatment to prevent the same situation from 
happening over again. By the same token, the 
management of such a patient from the allergic 
standpoint using all the tricks in the armamen- 
tarium of a very detailed and thorough aller- 
gist will not produce good results in the pres- 
ence of tissues that are damaged beyond re- 
pair. A very common finding in allergic dis- 
ease, and one that is not sufficiently empha- 
sized, is the excessive lymphoid tissue stimu- 
lation in the lymphoid tissue associated with 
the upper respiratory lymphoid structures, par- 
ticularly in the posterior pharyngeal wall of the 
pharynx. In children, excessively large tonsils 
and marked adenoid hypertrophy usually re- 
sults from allergy.* In the presence of hyper- 
plastic changes in the pharyngeal lymphoid 
tissue, allergy should be considered as a very 
good possibility. Glasser is of the opinion that 
any child three-years-of-age, or less, requiring 
tonsillectomy and adenoidectomy is an allergic 
child.* 


Detailed History Essential 


A good history is one of the greatest 
diagnostic aids we have in any branch of 
medicine and in dealing with possible allergic 
conditions a detailed and complete history is of 
prime importance. In interviewing many of 
these patients with upper respiratory allergic 
involvement, I have been impressed by the 
general lack of knowledge concerning the 
recognition of ailergic problems by the 
physician as well as the patient. In eliciting the 
family history, when the question, “is there 
allergy in your family?” was asked, less than 
twenty percent will give a positive reply. 
However, when asked about chronic sinus 
trouble, chronic bronchitis, nasal catarrh, etc., 
more than ninety percent will respond in the 
affirmative. The American Foundation for 
Allergic Disease states that allergy is currently 
reported as the most frequent of all childhood 
diseases. The physician and the patient are 
willing to accept a diagnosis of allergy in the 
common known allergic diseases such as 
asthma, hay fever and eczema. However, in the 
more obscure, but nevertheless as important 
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diseases of allergic origin, the acceptance is not 
as ready. I find it more valuable in taking a 
history to direct the questions to the patient 
as to the frequency of so-called head colds. The 
chronicity of any upper respiratory infections 
would lead me to suspicion a possible allergy. 
So-called sinus disease, frequent headaches, 
catarrh, repeated attacks of laryngitis, repeated 
ear infection, repeated infections of all types 
involving upper respiratory system would lead 
to suspicion possible allergy. Allergy should be 
suspected when a case history reveals that the 
symptoms remain after many types of treatment 
including the newer antibiotics and various 
agents to control infection and to build up 
resistance, all without any relief to the patient. 
In children, the history of eczema, of severe 
colic in infancy, repeated upper respiratory 
infections would indicate the possibility of past 
allergic reaction. The same type of history 
applies to a family. history. The history of 
catarrh in various members of the family, many 
treatments for so-called sinus disease in blood 
relatives would all indicate the possibility of 
allergic involvement in the family despite the 
lack of asthma, hay fever and eczema in blood 
relatives. 

In taking a history for possible allergic 
disease of the respiratory tract, the physician 
must not only take a history relative to the 
respiratory tract, but must incorporate in this a 
good general history of past diseases. Regardless 
of the pressing need of time in any practitioner’s 
office, a good, detailed history will conserve 
time in the overall analysis and reduce the 
number of subsequent visits for the patient. A 
thorough history should incorporate the present 
complaint analyzed as to its duration, onsets, 
influence by time of day, time of year, and 
weather changes. Many patients will complain 
that they are allergic to drafts, when analyzed 
will found to be allergic, period. The 
history should include possible allergic disease 
symptoms of the past and the present. In many 


-instances, it is quite impossible to obtain a 


complete history during the first visit and on 
subsequent visits information will come to light 
pertinent to allergic background that for one 
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reason or another could not be obtained at the 
first visit. 


General Physical Examination 


A thorough history must be followed by just 
as careful and thorough an examination of the 
patient. Many times important information 
regarding the patient can be obtained from the 
referring physician. A blood pressure of 
250/120 in a headache and vertigo problem 
may not be too much of a problem for the ear, 
nose and throat specialist once the blood 
pressure has been taken. A true nature of 
vasomotor rhinitis may be revealed by a basal 
metabolism determination in a patient with low 
blood pressure. A feeling of constant lassitude 
and stuffy nose may be relieved by small doses 
of thyroid, even when the basal metabolism 
rate is within normal limits. It must be 
remembered that allergy, although it is a specific 
disease and can involve most any organ system 
in the body can be imitated by other diseases, 
particularly endocrine disfunctions. Sub-clinical 
hypothyroidism in many cases can produce 
symptoms that will resemble allergy. There is 
also the patient who can be very easily 
overtreated for nasal complaint when a careful 
history and examination reveals an emotional 
imbalance as the causative factor for vasomotor 
neuropathy. 


Detailed Examination of 
Upper Respiratory System 

In instances of allergic disease of the upper 
respiratory system, the typical findings of 
edema, excess secretion and muscle spasm will 
be noted. The mucosa will present a pale, 
edematous, boggy blocking of the airway of the 
nose. The nasal cay.‘y will present clear, excess 
secretions. One cat. be misled by patients who 
have had repeated insults from allergic disease 
and infection over a period of time and in 
whom the characteristic pale edema of the nose 
may be replaced by a dusky, red, edematous 
nasal mucosa with an excess of semi-purulent 
secretion. There may be hyperplastic changes 
in the mucosa from infection and allergy over 
a long period of time. In the examination of the 
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larynx in a patient who has suffered repeated 
attacks of laryngitis and improper use of the 
voice during periods of huskiness, the vocal 
chords will be found to be hyperplastic as well 
as edematous. In the examination of the 
upper respiratory tract, one must take into 
consideration the duration of disease and the 
number of infections that the patient has had 
in evaluating the degree of allergic involvement. 
Allergic reactions over a long period of time 
may produce changes which are no longer 
reversible with a resulting destruction of 
respiratory epithelium and replacement of 
deeper mucosal structures with hypoplastic 
tissue that will completely mask the underlying 
allergic disease that initiated this trend of 
events. 

At times on examination, the nasal cavity 
may show little evidence of upper respiratory 
involvement, but on examination of the 
pharynx, or the posterior nasal pharynx by 
pharyngeal mirror will reveal hypertrophy of the 
posterior tips of the inferior turbinate which is 
almost pathognomonic of allergic disease over 
a period of time.* There will be hyperplasia of 
the lymphoid elements of the lateral pharyngeal 
bands and of the lymphoid tissue in the 
posterior pharyngeal wall. In children, the very 
large tonsillar tissue and adenoid tissue is very 
suggestive of an underlying allergy accounting 
for the hyperplasia of these lymphoid structures. 


Cytologic Examination for 
Diagnosis and Progress 

The presence of large numbers of eosinophils 
in the nasal secretion in allergic rhinitis has been 
repeatedly emphasized by Hansel® and others. 
There is no other simple office procedure that 
is more helpful than the examination of stain 
smears of the nasal secretion and, in addition, 
it is wise to examine a stain smear of aural 
discharge of all patients with chronic 
suppurative otitis media. Very often it is 
difficult to decide whether the patient's 
symptoms are the result of an acute infection, 
or an allergic reaction. At times a history will 
suggest the nature of the condition, but very 
often it is quite impossible to be certain without 
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an examination of the secretions for cellular 
response. The examiner should study all 
smears under the oil immersion lens and record 
the relative number of eosinophils, neutrophils 
and bacteria following the method suggested 
by Hansel as commonly employed in record- 
ing the results of skin tests that is 1, 2, 3, or 
4 plus. The physician reading his own slides 
will soon become adept at the accurate record- 
ing of his findings and the comparison of 
findings with the clinical picture presented by 
the patient. Wright’s stain or Hansel stain is 
easy and practical to use after the glass has 
been smeared and the slide passed through a 
flame for light fixing. Nasal secretions can be 
obtained by having the patient blow the con- 
tents of the nasal cavity into a Kleenex® type 
of disposable tissue or the secretions can be 
obtained by direct swab. In the course of 
examination it is simple to collect secretions 
by nasal suction tip and then reverse the air 
and blow the secretions on a glass slide for 
smearing. Better samples of secretion can be 
obtained from the nasal cavity with the least 
difficulty in this way. Postnasal secretion is 
often more abundant and can be secured in 
like manner from the posterior pharynx with 
no discomfort to the patient. This is particu- 
larly helpful in infants and small children where 
obtaining a specimen can be quite a chore. 
The exudate from chronic middle ear can be 
obtained by spot suction with a suction tip 
made from a regular spinal needle that has 
had the point removed and filed smooth. It is 
often necessary to examine smears taken at 
different times from the same patient before 
enough evidence can be obtained for an accu- 
rate diagnosis. During a phase of acute infec- 
tion, the eosinophils will disappear from the 
nasal secretion only to return again after the 
infection has subsided in the allergic patient. 
A blood eosinophilia in excess of four percent 
can be very suggestive of an underlying aller- 
gic involvement; however, the absence of the 
eosinophils in the differential blood-count does 
not necessarily exclude an allergic state. Many 
times the blood eosinophilia is increased only 
during the very acute allergic reaction. 
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Despite the confusion and criticism in re- 
gards to skin testing, this procedure is often 
of great diagnostic value, provided it is care- 
fully done, adequately checked and properly 
interpreted. The results of skin testing must 
be carefully evaluated and positive reactions 
must reasonably explain the patient’s symptoms 
before they can be condemned as an etiologic 
agent. Skin testing, aimless, excessive and mis- 
interpreted has done more than-its share in 
bringing allergy into disrepute. A positive skin 
reaction on testing does not necessarily mean 
that this particular substance is producing the 
nasal symptoms of which the patient is com- 
plaining. The interpretation of the reactions 
from skin testing with foods is particularly 
important. Most allergists concede that the 
reactions from food testings are not reliable. 
Many cases present no reactions to foods that 
they are extremely allergic to and other cases 
showing positive reactions to foods that are 
not involved in the patient’s allergy. On the 
other hand, testing with inhalants by either 
scratch or intradermal testing is fairly accurate. 
In all cases of suspected food allergy, regard- 
less of the results of skin testing, elimination 
diet and testing by feeding are an important 
part of the routine investigation. The time 
consuming process of numerous tests is very 
often impractical, and unnecessary. Of the 
methods of skin testing available, the practi- 
tioner should employ the method that seems 
to give the best results in his hands and the 
part-time allergist should use a method that 
he can safely and properly perform and inter- 
pret. The multiple puncture method is said to 
be mid-way between the scratch and intra- 
dermal methods in sensitivity and requires 
simple equipment for its use. I find this method 
to be more satisfactory for my particular needs 
and, to conserve time, I apply the antigen to 
the skin of the area of the arm, or back, by a 
rapid method described by the author in a 
previous publication.* By this method, an 
apparatus is used that deposits seven different 
antigens at one time, evenly spaced on the 
skin site for testing. A vaccination-type needle 
is used to make multiple punctures through 
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each drop of antigens and the needle is wiped 
clean between each antigen to prevent con- 
tamination. The testing kit contains ten rows 
of applicators with seven antigens to a row. 
The antigens are arranged according to the 
wishes and needs of the investigator. I find 
that the arrangement of the common inhalants, 
epidermals, foods and pollens in different rows 
permits a wide choice for part or complete 
testing. By this method of testing, the results 
are more uniform and the tests are evenly 
placed which leads to easier reading. After 
a little practice, the tests can be done rapidly 
without sacrificing accuracy for speed. Posi- 
tive reactions are carefully checked by intra- 
dermal testing if there is any question of their 
relation to the patient’s allergy. Most allergists 
agree that scratch testing is relatively safe and 
should be carried out before any intradermal 
tests are done to prevent serious reactions in 
the very sensitive patient. A patient showing 
a strong reaction by scratch testing should be 
given intradermal testing or injections only 
with extreme caution. 


Food Allergy and Elimination Diet 


In cases of suspected food allergy, I find 
the only way that a food can be proven 
to be an allergic factor is by the use of 
elimination diets. The diets I use are mod- 
eled after Rowe’s elimination diet,’ but I have 
altered them to suit my own particular needs. 
It is realized that there are many chances for 
error in the use of diet and, at times, it is 
difficult to pick up foods that may have an ac- 
cumulative effect on the patient. Despite these 
shortcomings, I find these diets to be of great 
value in determining many of the more com- 
mon food allergy and for practical purposes 
results have been highly satisfactory. Suspected 
foods are removed from the diet for a period 
of five to seven days. The patient is re-exam- 
ined to determine any improvement and then 
instructed to add the foods removed back to 
the diet one food at a time and to notice any 
aggravation of symptoms. Many times it is 
helpful for the patient to keep a symptom and 
food diary for each day that a new food is 
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added back to the diet. This form of diary is 
planned so that the patient, with a minimum 
of effort, can record foods eaten and symptoms 
experienced for various times of the day by 
simply checking proper places on the diary 
form. 

1 find that, unless the procedure is made 
relatively easy and simple for the patient, co- 
operation is not too good. If after the use of 
elimination diet and the addition of suspected 
foods back to the diet and no results are 
obtained and a food allergy is strongly sus- 
pected, the diet will have to be altered or the 
patient questioned closely as to full cooperation 
and understanding of the purpose of the diet. 


The Allergic Load 


As the result of careful history and physical 
examination, the use of skin testing properly 
interpreted and elimination diet and the pres- 
ence of eosinophils in the nasal secretion, the 
physician will have some excellent ideas as to 
the possibility of allergic involvement in his 
patient. In cases of food allergy, it requires 
only the elimination of that particular food 
from the diet to keep the patient’s symptoms 
under control. Patients with a true food allergy 
will soon learn, by the relief that they obtain 
from abstaining from their allergic foods, that 
this form of therapy is necessary for their 
well being. Patients soon learn that some 
foods that are particularly difficult to com- 
pletely eliminate such as wheat can be toler- 
ated in small amounts, if sufficient rest periods 
between the consuming of this food are allowed. 
Many patients find that, if they are allergic to 
wheat, for instance, if they can take a rest 
period from wheat for three to four days, on 
the fourth, or fifth, day they can tolerate a 
certain amount of wheat without too many 
recurring symptoms. In patients with multiple 
food allergies, if they are careful not to eat 
too many of their allergic foods at one time, 
they can often tolerate one of their allergic 
foods, if the others are eliminated. In many 
cases with an inhalant type of allergy, such as 
ragweed hay fever and a food allergy, these 
patients will soon learn that, if they eliminate 
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their allergic food during the hay fever season, 
their symptoms are not as severe. The allergic 
load, a concept presented by Anderson,’ is a 
reasonable and common sense approach to the 
understanding of many of the problems in- 
volved in the diagnosis and management of 
allergic patients. The allergic load can be con- 
sidered as the total sum of factors of any type 
which play a part in the production and the 
modification of symptoms in the allergic 
patient. 


Specific Treatment for Inhalant Allergy 


In patients where a definite diagnosis of 
inhalant type of allergy can be demonstrated 
and proven, the ideal form of treatment would 
be to eliminate the offending substance from 
the environment of the patient. In many in- 
stances, this is very difficult. Improvement of 
the patient’s resistance to their allergic inhalant 
by hyposensitization of the patient with the 
injections of measured amounts of the antigen 
to which the patient is allergic will usually be 
necessary. In carrying out desensitization of 
a patient to such materials as house dust, or 
to pollens, extreme caution must be used; 
one should never take chances. Small doses 
should be given at first to determine the pa- 
tient’s sensitivity to the injection and to pre- 
vent serious constitutional reactions. The in- 
jections of antigen are increased at three-to- 
five daily intervals, until there is definite 
improvement in the symptoms. Hansel’s mini- 
mum dose therapy’ has proven very satisfac- 
tory and would certainly eliminate the possi- 
bility of severe constitutional reactions. A 
newer approach in the desensitization of aller- 
gic patients is by the annual single injection 
treatment whereby an emulsified antigen in 
repository form is used for injection.’ The 
big advantage of this type of therapy is that 
a large amount of antigen may be given in a 
short time, providing lasting improvement for 
many months. This form of repository injec- 
tion employs an antigen mixed with an oil base 
with ephedrin and buffered saline. The mix- 
ture is emulsified by pushing it back and forth 
between two, 10 cc. syringes interconnected 
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by a double hub, 18 gauge needle. After thor- 
ough mixing, it is examined microscopically to 
be certain that emulsification has taken place. 
Further checking can be done by means of 
scratch testing. If proper emulsification has 
taken place, a positive skin reaction should not 
result. It is extremely important that a prop- 
erly prepared emulsion be obtained since one 
hundred times the shocking dose of antigen 
would be administered, even if 1% of the 
mixture is not properly emulsified leading to 
possible serious shock reaction. At the present 
time, this material for repository treatment is 
not commercially available. It has been sug- 
gested by the authorities employing this type 
of treatment that this treatment be used only 
by highly trained and experienced allergists. It 
is true that the generalist is very capable and 
many times does very good minor surgery but 
gastric resections and major surgical proce- 
dures should be left for the trained surgeon. 
It is my belief that the use of repository treat- 
ment of hay fever and other inhalant allergies, 
at this particular time, be left to those men 
who are highly qualified to conduct proper and 
safe examination and treatment. Perhaps some- 
where in the future this treatment will be so 
refined and many of the obstacles will be re- 
moved so that it may, at some time, be safe 
enough for the part-time allergist. 


Emotional Stress and Allergy 


In the treatment of these patients presenting 
vasomotor neuropathies involving the upper 
respiratory system, it is ideal to demonstrate 
and control true allergy; however, in many 
patients this cannot be done. Many of the 
symptoms are the result of vasomotor rhinitis 
secondary to emotional stresses. Many of the 
cases are complicated by many allergens caus- 
ing their symptoms, or a combination of emo- 
tional stress and true allergy, so that in evalu- 
ating any patient all this must be taken into 
consideration. In addition, secondary infection 
and the permanent changes brought about by 
repeated allergic insults and infection will de- 
termine the treatment to be used for the best 
results. In many patients, conservative surgery 
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may. be necessary such as submucous resection 
to improve nasal aeration and promote proper 
drainage or antrotomy to permit adequate 
drainage of involved sinuses. It must be re- 
membered, however, that in most of these cases 
surgery alone is not curative. Unless the basic 
allergic defect is corrected, the disease process 
can continue over and over again. Antihista- 
mine medication very often gives relief, but it 
must be remenmtbered that this is symptomatic 
relief only and has no overall permanent im- 
provement to offer. Corticosteroids should sel- 
dom be used and, when used, only for short 
periods of time to give relief until more ade- 
quate study and specific treatment can be 
carried out. Vasomotor rhinitis, as a result of 
emotional tensions, will require proper insight 
into the patient’s emotional background and 
may even require psychiatric care for relief. 
For acute infections, or when infection plays 
a major role over-shadowing the underlying 
allergy, it will be necessary to use antibiotics 
to control infection before any allergic inves- 
tigation and management can be carried out. 
Sympathomimetic drugs to shrink swollen, con- 
gested, mucosal structures of the upper res- 
piratory tract are often necessary for sympto- 
matic relief. In most cases of repeated upper 
respiratory tract involvement, it will require a 
fine balance of the combating of infection, the 
restoration of proper physiology to the upper 
respiratory tract by surgical correction of 
anatomical defects, and above all, the proper 
management of underlying allergy. 


Case Reports Showing 
Varied Allergic Manifestations 

I have selected cases for presentation in a 
very brief form to illustrate where the allergic 
approach has materially aided in the diagnosis 
and management of some problems of the 
upper respiratory system. On the surface, these 
patients are very dissimilar but, on closer 
evaluation, they are found to be basically the 
same from an etiologic standpoint. The dis- 
similarity is only in that portion of the respira- 
tory system involved in the allergic process. 
For the conservation of time in this presenta- 
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tion, I will report only the positive finding in 
these six patients. 

@ Case No. 1: Mrs. C. D., a white female 
of Italian descent, age forty years, was first 
seen with the chief complaint of dimminution 
in hearing of about fourteen years’ duration 
that had been much worse for the past eight 
months; to an extent that she had great diffi- 
culty in hearing ordinary conversation. She 
had had nasal stuffiness and postnasal dis- 
charge as long as she could remember and had 
always had frequent head colds. There had 
been no seasonal variation in her symptoms. 
She had one sister that suffered with hay fever 
and her father had asthma. Examination re- 
vealed retracted, dull tympanic membrane. 
The nasal mucosa was pale and edematous with 
excess clear secretions in the nasal cavity. 
There was some injection of the posterior 
pharyngeal wall. The anterior sinuses were 
clear to transillumination. The nasal smear 
revealed an abnormal number of eosinophils. 
Functional examination of the ears revealed a 
marked bilateral conductive hearing loss. Skin 
testing by the puncture method showed a few 
1 and 2 plus reaction to some of the common 
foods. At the end of eight days of elimination 
diet, there was a marked improvement in all 
her symptoms and functional examination of 
the ears revealed almost normal hearing bi- 
laterally. Upon the addition of dairy products 
and tomato to her diet, she had a return of 
all her symptoms within twenty-four hours. 
The patient has been followed for the past one 
and one-half years and has done well except 
for the few times that she has attempted to 
eat foods to which she is allergic. 

@ CasE No. 2: C. B., a white male, age 
six years, was first seen with a history of 
frequent suppurative infections of the left ear 
since the age of two years. The child had his 
tonsils and adenoids removed at the age of 
four and had had two series of treatments by 
radium application to the nasopharynx since 
that time, without any apparent decrease in the 
frequency of his ear infections. The child had 
always been subject to frequent head colds and 
did a great deal of sniffing the year around. 
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Past medical history was uninformative. The 
mother suffered from rhinitis in the early spring. 
At the time of my first examination, the child 
had a subacute suppurative otitis media left 
which gradually subsided and the tympanic 
membrane sealed over during the next three 
weeks. The child was not seen until May of 
the following year. He had three infections 
of the left ear following head colds that winter 
and had recovered from the last infection two 
months ago. Examination revealed an intact 
but scarred and retracted left tympanic mem- 
brane. Functional examination revealed a 
marked conductive hearing loss to the left ear. 
The right ear appeared normal. Nasal exami- 
nation showed a small amount of nasal edema 
with clear excess secretion containing many 
eosinophils. Nasal-pharyngeal examination 
showed some edema of the pharyngeal open- 
ing of the Eustachian tube. Skin testing by 
the puncture method was uninformative. After 
ten days of elimination diet, there was marked 
improvement in hearing and in the appearance 
of the nasal mucosa. The addition of wheat 
to the diet resulted in prompt return of symp- 
toms with a conductive hearing defect in both 
ears. Removal of wheat from the diet resulted 
in improvement. This child was last seen in 
September of this past year and the audio- 
gram showed only a slight conductive deafness 
of the left ear resulting from middle ear adhe- 
sions from past infections. He did not experi- 
ence any colds, nor ear infections this past 
winter and has done well on a diet with a 
minimum of wheat and frequent rest periods 
from wheat. 

@ Case No.3: Mrs. T. L., a white female, 
age thirty-six, was first seen with acute puru- 
lent left frontal sinusitis following an acute 
head cold. At the time of examination, she 
had marked tenderness over the left frontal 
sinus which had been present for four days. 
Nasal examination revealed injection of the 
nasal mucosa and thick purulent exudate from 
the left nasal cavity coming from the left 
middle meatus. The nasal septum was deviated 
to the left with some nasal obstruction on 
that side. She gave a history of three attacks 
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of acute left frontal sinusitis during the past 
two years. She has always been subjecf to 
frequent head colds and has always had a 
moderate amount of nasal stuffiness and post- 
nasal discharge the year around as long as she 
can remember. Treatment with antibiotics and 
nasal decongestants resulted in a prompt re- 
covery from her acute sinusitis but, during the 
next four months, she had two recurrences of 
acute frontal sinusitis following upper respira- 
tory infection. X-ray study during a quiet 
period revealed clouding of the left frontal and 
ethmoid sinuses with some thickening of the 
lining of the left maxillary sinus. She was 
advised to have surgery which she promptly 
refused. The nasal smear revealed abnormal 
number of eosinophils. Skin testing by the 
puncture method was not informative. The 
patient was placed on elimination diet and 
there was a marked relief from the chronic 
symptoms of nasal stuffiness and discharge. 
Addition of wheat to the diet resulted in re- 
currence of her symptoms accompanied by 
severe left frontal headaches. This patient for 
the past one and one half years has done well 
with wheat reduced to a minimum in her diet, 
and with a complete removal of wheat on the 
first signs of nasal symptoms. The last time I 
saw this patient, two months ago, she was 
symptom free and there was no nasal edema. 
The anterior sinuses were clear on transillu- 
mination. She prefers to do without wheat in 
her diet than to undergo sinus surgery. 

@ CasE No. 4: A _ nine-year-old Negro 
male, was first seen in the hospital during 
September while under treatment for severe, 
almost, constant unproductive cough of three 
weeks duration. The patient had been receiv- 
ing more than adequate treatment with the 
various antibiotics without any apparent im- 
provement. Physical examination was essen- 
tially negative and repeated x-ray examination 
of the lung showed no abnormality. The dif- 
ferential blood-count revealed a 26% eosino- 
philia. The attending physician discounted 
allergy because large doses of antihistamine 
failed to give any relief. There was no evidence 
of nasal allergy. History obtained from the 
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mother was uninformative. A bronchoscopic 
examination was requested to obtain exudate 
for study and to determine the presence of 
possible non-opaque foreign body or new 
growth. On bronchoscopy, the epithelium was 
found to be markedly injected with clear, thick, 
very tenacious exudate clean to the bronchial 
walls. Smears of this exudate showed an abnor- 
mal number of eosinophils and there was no 
growth of organisms on culture. Skin testing 
was done and resulted in a very marked reac- 
tion to ragweed and house dust. The patient 
was treated with injections of ragweed extract 
and the symptoms brought under control in a 
very short time. The following year the patient 
was seen with the same condition which was 
controlled by specific treatment. The patient 
has never been investigated, or treated, for 
house dust allergy due to poor cooperation on 
the part of the child’s parents. 

@ Case No.5: Miss M. B., a twenty-nine- 
year-old white female, was first seen in June 
with a history of severe sore throat which 
occurred in the early spring of the year for 
the past four years. The sore throat lasted 
three to four weeks. Other than this she has 
been in perfect health. Past medical and family 
history was uninformative. Last year she had 
been treated with penicillin by her family phy- 
sician without any apparent relief. Examina- 
tion of the pharynx revealed an injected gran- 
ular appearing pharynx with some prominence 
of the lateral pharyngeal band. Her symptoms 
seemed to be out of proportion to the evidence 
presented by physical examination. The nasal 
cavity revealed a boggy, moist and pale mu- 


1. Allergy is a prominent factor in many of 
the abnormal conditions encountered in the 
upper respiratory system. 

2. The study of these patients requires a very 
detailed history, physical examination, and 
laboratory investigation with the thought of 
possible allergic disease as a background for 
many of the complaints involving the upper 
respiratory system. 
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Conclusion 


cosa, despite the fact that tie patient did not 
complain of any nasal symptoms. Skin testing 
revealed a marked reaction to many of the 
spring grass pollens. Antihistamine medica- 
tion by mouth gave almost complete relief of 
her symptoms. This patient prefers to take 
antihistamine by mouth rather than injections 
for specific desensitization to the spring 
pollens. 

@ Case No. 6: C. G., a forty-five-year-old 
adult male, was first seen in February three 
years ago with the symptoms of chronic hoarse- 
ness and loss of voice of six weeks’ duration. 
He had been treated by his family physician 
with various antibiotics and cough sedatives 
without any relief from his symptoms. His past 
medical history was essentially uninformative 
except for a mild perennial postnasal discharge 
which the patient attributed to excessive smok- 
ing. Pharyngeal examination by pharyngeal 
mirror showed the vocal chords to be edema- 
tous and slightly injected. The nasal cavity 
revealed mild nasal edema with clear excess 
discharge containing many eosinophils. Skin 
testing revealed a 4 plus reaction to house dust. 
On a program of desensitization to house dust 
the vocal chords returned to normal in a period 
of three weeks. This patient has appeared at 
my office for the past two years during the 
winter months with the same complaints, the 
same physical finding and each time the symp- 
toms are promptly relieved by desensitization 
to house dust. To date, I have been unable to 
convince this patient that longer continued 
therapy by house dust injection would probably 
prevent the recurrence of his symptoms. 


3. The physician, who has some knowledge 
of the basic physiology of the upper respira- 
tory system and an understanding of the mech- 
anism of allergy, will be better equipped to 
cope with the problems presented by hi’s 
patients. 

To the trained allergist, my method of ap- 
proach to allergic problems may appear over- 
simplified and encumbered by many shortcom- 
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ings and chance of error. However, my pro- 
cedure is designed to suit my own limited 
knowledge of allergic disease. Despite my 
amateur efforts, I find that thinking along 
allergic lines has helped many of my patients 


when pure otolaryngic methods have failed. 
As time goes on and my knowledge of allergic 
diseases has increased, my methods will, I hope, 


improve and my patients handled more intel- 
ligently. 
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RUBBER-GLOVE DERMATITIS 


Forty-two cases of rubber-glove dermatitis are described. 
The pattern of the rash is usually characteristic, but not 
invariably so. Untreated rubber latex appeared harmless, 
and in 40 cases, dermatitis was due to accelerators, usually 
thiuram compounds or mercaptobenzthiazole. Patch tests 


with these chemicals were more reliable than tests with 
rubber material. 


In two cases the cause of the dermatitis was unexplained. 
Thirteen out of 30 cases had a pre-existing hand eczema. 


HAROLD T. H. WILSON, M.D. 
Brit. Med. J. (1960), No. 5191, Pp. 21-23. 
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Surgery 
in Renal Hypertension 


CHESTER C. WINTER, M. D. 
Columbus, Ohio 


A preliminary report on a method for predicting those patients 


with hypertension due to unilateral renal, or renal arterial 


disease, who will be cured by appropriate surgery. 


is a serious and 


predominant finding among some patients with 
unilateral, renal disease, or renal arterial 
disease. The exact incidence of elevated blood 
pressure due to these etiological diseases or the 
incidence of these uropathies among the 
hypertensive population is unknown. Also 
undeveloped is the ability to predict when 
nephrectomy, partial nephrectomy or surgical 
improvement of arterial blood supply to the 
kidney(s), will cure hypertension due to renal 
ischemia. The latter is a formidable medical 
challenge and a goal discussed in this paper. 

The first successful surgical relief of “renal” 
hypertension due to unilateral pyelonephritis 
was accomplished by Butler (1937)' through 
nephrectomy and was followed by hundreds of 
such attempts. The fact that surgical cure was 
obtained in only twenty-five to forty percent,?:* 
in subsequent years revealed the inability 
to predict when nephrectomy would be 
unrewarding. and therefore an unnecessary 
procedure in sixty to seventy-five percent of 
those undergoing surgery. 
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The most rigid criteria for success have 
included return of adult blood pressure to levels 
of 140/80 or less for at least one year 
postoperatively. Others believe 160/90 would 
be more appropriate upper limits of normal. 
The inclusion of those postoperative patients 
with improved health (regression of cardiac 
and retinal changes, reduction in blood pressure 
and ability to return to work) caused the 
successful surgical outcome to approach eighty 
percent in some reports.*:® Regardless of criteria 
of success, most surgeons find consistently that 
twenty percent of the postoperative patients 
defy any improvement in symptoms, physical . 
findings or blood pressure reduction. 

In an effort to improve surgical selection a 
variety of criteria have been proposed. Perera 
and Haelig® noted that patients among the 
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Table I Age of Patients 
MALES FEMALES 
YEARS POINTS Years Points 
0-20 6 0-30 9 
21-30 4 31-50 8 
31-40 1 51-65 6 
41-65 0 Over 66 8 
Over 66 1 


Table If Duration of Hypertension 
Points 
Under 90 days 6 
91-180 days 
181-270 days 
271-365 days 
366-730 days 
Over 731 days 


Table 111 Comparative Individual Renal 

Function Tests 

RATIO PoINnTs 
4:1 
| 
21 

2.533 
1:1 


Table IV Comparative Individual Renal 
Urine Volumes 
RaTIO PoINTS 
3:1 4 
2:1 3 
| 2 
1:1 1 


Table Va Blood Chemistry 

(Preferably Serum Creatinine) 

% OF NORMAL PoINTs 
Over 80% 4 


70-79% 3 
60-69% 2 
Under 59% 1 


cured group are most likely to have: 1) ages 
below twenty and above fifty, 2) sudden onset 
or rapid acceleration of hypertension, and 3) 
normal total renal function. Howard, et al’ 
believe that only those with a fifty percent 
decrease in urine volume and fifteen percent 
decrease in urinary sodium concentration 
from the affected kidney will be cured by 
nephrectomy. Brust and Ferris* believe that 
the administration of intravenous tetraethylam- 
monium chloride will not depress the blood 
pressure significantly among persons with 
hypertension due to renal artery origin and 
thus differentiate them from persons with 
hypertension due to other causes. Others believe 
the one minute intravenous urogram will reveal 
the offending kidney to be concentrating the 
contrast medium better but more slowly than 
the healthy mate. Page and his group’ following 
the lead of Goldblatt’® are trying to detect 
elevated blood levels of deleterious humoral 
agents of renal origin among hypertensive 
patients. Schlegel'' has suggested that removal 
of those kidneys producing a higher urinary 
osmolality and excreting urine at a sufficiently 
reduced rate may most likely result in a cure. 

The degree of accurate predictability derived 
from these criteria deserves continued 
observation and must be carefully evaluated 
over a long period of time. To date, however, 
application of these schemes to our patients 
have not resulted in prediction of the correct 
outcome consistently, although each method 
has some value and logical merits.'* 

It would seem more logical that evaluation 
of a large number of findings among hyperten- 
sive patients, rather than one or two, would be 
more rewarding in determining the feasibility of 
surgical cure. Statistically, the patients’ outcome 
should be more certain the greater the number 
of facts examined bearing upon the prognosis. 
Therefore, eight criteria were selected and 
given a range of values weighted according to 
prognostic value. The total numerical value 
was dependent upon the result of the eight 
selected categories among each patient. A 
description and results of this method are 
presented here. 
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Criteria 

Thirty hypertensive patients were selected as 
having a sufficient number of individual renal 
tests, prognostic data and postoperative follow- 
up for this retrospective study. Not all had the 
full complement of criteria, but it was possible 
to assign a probable outcome of certain tests 
in retrospect according to the other tests and 
the surgical findings (values shown in paren- 
theses). The usual reason for lack of data was 
inability to intubate one ureter or collect urine 
from at least one kidney accurately. In other 
instances, aortography was technically non- 
diagnostic, or not permitted by the attending 
physician. All patients were diagnosed as having 
unilateral renal disease or renal arterial disease. 

Each criterion is given a numerical range 
from one to nine as shown in Tables I through 
VIII. In Table LX and X, all hypertensive 
patients studied by this method are tabulated 
with point values in each category, diseases, 
operations and length of time followed. It can 
be noted that all cured patients (blood pressure 
160/90 or below for adults and appropriate 
pressures for children) have total values of 
twenty-eight or above, while those uncured 
have values of twenty-seven or less. To date 
there has been no overlapping of values between 
the two groups. When categories five and six 
(volumes and blood chemistry) are deleted, 
the results are the same (no overlapping but 
five borderline cases). This may represent a 
possible simplification of the system. Deletion 
of any one category, however, resulted in some 
overlapping of the two groups. 


Discussion of Criteria 


I. AGE AND SEX: Greater point values were 
given females for their ages in this study since 
all were cured. This finding may be overrated 
since other reports show women to be among 
the cured group. Greatest point value is given 
to females below age thirty and to a lesser 
extent among other age levels of this sex. We 
found no age-sex group that should be neglected 
from consideration for possible curative surgery. 
Patient No. 10 in the cured group would have 
fallen into the wrong group without inclusion 
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Table Vb Normal Serum Creatinine 
(in our laboratory) 
MALE FEMALE 
MAXIMUM MaxIMUM 

AGE MG. % AGE Ma. % 

0-10 0.8 0-10 - 0.8 
11-20 0.9 11-20 0.9 
21-30 1.0 21-40 1.0 
31-40 @- 41-50 1.1 
41-50 ie 51 Over 1.2 

51 Over 1.4 


Table VI Comparative Individual Radioisotope 
Renograms 
PoINTS 
NORMAL BILATERALLY 7 
Add | point for unilateral 
super-normal functional segment. 


Subtract 1 point for: 
—Unequal amplitudes, both normal. 
—Each decreased vascular spike. 
—Each absent functional segment. 
—Each obstructive pattern. 


Subtract 2 points for: 
—Each decreased functional segment. 


Table VII Aortography 
PoINTS 
NORMAL RENAL ARTERIAL SYSTEMS 
BILATERALLY 4 
Add 2 points for bilateral renal 
artery trunk lesions. 
Add 4 points for: 
—One stenosed trunk, or branch 
of renal artery. 
—One aneurysm of trunk, or branch 
of renal artery. 


Add | point for: 
—Lesion of renal artery branch. 
—Absent aberrant artery. 
—lIncreased caliber of one artery. 
Subtract | point for: 


—One smaller, or absent, main artery. 
—Lesions of two renal branch arteries. 


= 

bad 


Table VIIE Excretory Urogrephy 


PoINTsS 
NORMAL BILATERALLY 7 
Add | point for a hyperplastic kidney. 


Subtract | point for: 
Decreased size of one kidney. 
—Decreased, delayed concentration or 
non-visualization of contrast medium on 
one side only. 
—Unequal renal size. 
—Unilateral obstructive uropathy. 
Subtract 3 points for: 
—Absent kidney. 


—Bilateral decrease in concentration of 
medium. 


—Bilateral mild obstructive uropathy. 
Subtract 4 points for bilateral severe 
obstructive uropathy. 


Subtract 6 points for bilateral non- 
visualization of medium. 


of this category. All uncured patients except 
one went scoreless due to ages between forty- 
one to sixty-five, while seven cured patients 
comprised this age group. A number of cures 
occurred among patients in all age groups, but 
it was found least likely to occur between ages 
forty-one to sixty-five among males. 

This category showed the greatest ratio 
between averaged category scores (seventy-two 
to one) emphasizing an apparent great import- 
ance of age and sex in the prognosis of this 
disease in this study. The ratio among all other 
categories varied from 1.6 to 1, to 1.1 to 1. 


II, DURATION OF HYPERTENSION: The exact 
onset of hypertension was frequently difficult 
to ascertain. Nevertheless, determination of 
duration seemed of sufficient value to compute 
as accurately as possible and include among the 
criteria. Patients No. 3 and 9 in the cured 
group would have fallen into the wrong group 
without inclusion of this category. The likeli- 
hood of cure appeared to decrease proportion- 
ately to the duration of hypertension. Onset or 
sudden acceleration of hypertension, less than 
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three months duration, should permit consider- 
able optimism for cure if a correctable renal 
lesion can be discovered. Perhaps evaluation of 
acceleration of hypertension will be included in 
future revisions of the scoring. As the duration 
increases, progressive and irreversible damage 
to previously unaffected renal tissue may be 
expected. This applies especially to an unoffend- 
ing kidney that may be unprotected by renal 
artery stenosis. However, notable exceptions 
may be found. We know of several patients 
cured of hypertension that antedated surgery 
by over ten years. There was noted also, an 
alarming lack of awareness among physicians, 
of the possibility of curable renal lesions among 
hypertensive patients. Likewise, many astute 
physicians recognizing these causes were 
reluctant or completely resistant to the perform- 
ance of tests now recognized as necessary for 
definitive diagnosis (individual renal function 
tests and aortography). Thus, in part, many 
physicians must share the responsibility for the 
frequently found, long interval between onset 
of hypertension and surgical 
affecting the prognosis adversely. 


intervention 


Ill. RENAL FUNCTION TeEsTs: The ratio 
between function test values of the unoffending 
and offending kidney was determined by aver- 
aging all of the individual standard kidney tests 
performed. One or more of the following 
clearance or dye tests were utilized: inulin 
clearance, para-aminohippurate clearance, 
endogenous creatinine clearance, phenolsulfon- 
phthalein (PSP) excretion and indigo carmine 
excretion. It is recognized that the first two 
tests are possible in special research facilities 
only. PSP excretion, the most easily performed 
renal function test, correlated well with the clear- 
ance tests which are more difficult, technically, 
to perform and should suffice under ordinary 
circumstances (when accurately performed). It 
furnishes an estimate of renal plasma flow and 
tubular cell function. More recently Hippuran- 
(or clearance tests'* have been found 
accurate and easy to perform. The glomerular 
filtration rate may be determined readily in 
most laboratories through the application of the 
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endogenous creatinine clearance test. Urea 
clearance is considered less reliable due to the 
many variables affecting the results and was not 
utilized in this study. Renal disease causing 
hypertension affects both glomerular and 
tubular function in most instances. Thus, the 
result of any one of these tests tends to reflect 
the total renal function. 


IV. RATES OF EXCRETION OF INDIVIDUAL 
RENAL URINE: Most unilaterally affected kid- 
neys manifest a decreased rate of urine excre- 
tion. The ratio of the unoffending to the offend- 
ing kidney appears to be proportional to the 
severity of the lesion. This does not always 
apply to unilateral arterial lesions. Obstructed 
kidneys frequently account for an increased 
rate of urine excretion. The point values for 
individual urine excretion rates were given in 
proportion to their ratio (Table IV). It is 
of interest that, while this criterion plays a 
major role in most prediction schemes, the 
ratio of averaged scores for the two groups 
was only 1.3 to 1. Deletion of this category 
and blood chemistry would not have altered 
the results. 

After trial with several methods of collect- 
ing renal urine (balloon or bulb catheters in 
the lower ureters were discarded) the use of 
well lubricated caliber 6 Fr. or preferably 
caliber 7 Fr. whistle-tipped catheters (placed 
accurately in each renal pelvis with roentgen 
control) was found most reliable over a longer 
period of time. Their large caliber and snug- 
ness in the ureters permit the drainage of high 
rates of urine excretion, whereas catheters of 
smaller caliber result in leakage of urine 
around the catheters into the bladder. The 
latter should be checked by leaving the cysto- 
scope in the previously emptied bladder 
throughout the collection period. Inadequate 
rates of urine excretion may be remedied by 
intravenous infusions of eight percent urea. 
No attempt should be made to force a cath- 
eter through a ureter. Such trauma can result 
in temporary reflex anuria or edema and sub- 
sequent obstructive uropathy, pain and pos- 
sible anuria. If a catheter of adequate size 
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cannot be passed through a ureter known to 
be unobstructed, or more than one ureter is 
present on one side, the urine from that side 
may be collected from the bladder, if the 
opposite ureter can be cannulated properly. 


V. BLoop CHEMISTRY REFLECTING TOTAL 
KIDNEY FUNCTION (SERUM CREATININE): 
This serum constituent is thought to be the 
most sensitive and accurate index of total renal 
function.'* Other blood chemistries such as 
urea nitrogen and non-protein nitrogen are 
considered less reliable guides, since they fluc- 
tuate widely due to state of hydration, protein 
intake, gastrointestinal bleeding and liver dys- 
function. An acceptable alternative to serum 
creatinine would be the determination of total 
urinary PSP excretion or the blood clearance 
tracing of radiohippurate. {t is believed gen- 
erally that the patient must be free of azotemia 
for surgical treatment of hypertension to be 
successful. This may not apply to patients with 
solitary kidneys (No. 11 in the cured group) 
or early bilateral obstructive uropathy. We 
share this view and all but two of the cured 
group received the maximum rating assigned 
for good total kidney function. Two of the 
uncured patients also had some degree of azo- 
temia. Table Vb shows the maximum values 
for normal serum creatinine in our laboratory. 


IV. THE RADIOISOTOPE RENOGRAM:?** 
This test, introduced in 1956 as a renal screen- 
ing test among hypertensive patients, has found 
increasing usefulness with more experience, 
more efficient equipment, improved technique 
of testing and newer test agents. Hippuran-I'*" 
(or I'**) is used at present.’*'® Its accuracy 
has improved steadily from an earlier eighty- 
five to ninety percent when compared with the 
final renal evaluation as determined by a bat- 
tery of standard kidney function tests and/or 
surgical findings. Furthermore, it reveals infor- 
mation about three aspects of kidney function, 
all related to the cause of renal hypertension; 
renal vascularity, renal function and obstruc- 
tive uropathy. Both kidneys may be evaluated 
in contradistinction to the sodium and osmo- 
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TABLE IX 
PATIENTS CURED OF HYPERTENSION 


a 
~ 
> 


Pyelonephritis Nephrectomy 4% yrs. 


= 
a) 
= 
a 
4 


» Dura TION 


4 


a 


Arterial Stenosis Resection of lesion 4% yrs. 


w 
* 


Pyelonephritis Nephrectomy 3% yrs. 
Pyelonephritis Nephrectomy 3% yrs. 
Pyelonephritis Nephrectomy 3% yrs. 
Pyelonephritis Nephrectomy 3 yrs. 
Pyelonephritis Nephrectomy 2% yrs. 
Arterial Stenosis Endarterectomy 1% yrs. 
. Renal Infarct Heminephrectomy 1% yr. 
Renal Infarct Nephrectomy 1 yr. 
Aortic Sarcoma __ Excision of Sarcoma | yr. 
Pyelonephritis Nephrectomy 9 mos. 
Arterial Stenos?; Endarterectomy 8 mos. 
Renal Infarct Nephrectomy 4 mos. 
Pyelonephritis Nephrectomy 1% yrs. 
Pyelonephritis Nephrectomy 


Pyelonephritis Nephrectomy 


. Pyelonephritis Nephrectomy 


Average Score 4.5 5.8 35.4 27.1 


Ratio average score of cured/uncured group 72/1 1.6/1 1.3/1 1.4/1 1/1 1.4/1 1.1/1 1.1/1 1.5/1 1.6/1 


* Denotes that patient would have fallen into the other group without 
a high score in this category. Scores in parentheses are estimated values. 
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TABLE X 


PATIENTS UNCURED OF HYPERTENSION 


FoLtow Up PERIon 
AGE/Sex 


. Arterial Angioma Nephrectomy 
Pyelonephritis Nephrectomy 3 yrs. 


Bilateral Endarterect. 
Arterioscl. & Spl/RenalSh 3% yrs. 0 


Renal Infarct Nephrectomy 3 yrs. 0 


Pyo-hydro- 
nephrosis Nephrectomy 2% yrs. 0 


Pyelonephritis Nephrectomy 2% yrs. 0 


Bi-arterial Bilateral 
Stenosis Endarterect. 2 yrs. 0 


Pyelonephritis Nephrectomy 1% yrs. 0 
Arterial Stenosis Endarterect. 1% yrs. 0 


Pyo-hydro- 
10. D.M. nephrosis Nephrectomy 1% yrs. 1 


11. S.A. Renal Infarct Nephrectomy 


12. J.H. Renal Carcinoma Nephrectomy 


Average Score 
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| 
= = 3 
1. M.M (4) 4 3 4 3 3 5 26 19 ‘ 
2. A.O. 0 2 (5) (4) 4 4 (3) (5) 27 19 
4. LM. (2) 5 4 4 1 
4 1 3 4 3 (6) (3) 2 16 : 
>. LS: 1 1 2 4 5 6 5 24 18 ‘ 
1 yr. 0 1 1 2 4 4 
6 mos. 0 1 1 1 4 1 3 & 
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lality tests which depend upon one kidney being 
normal. All patients in the cured group ex- 
cept two received relatively high values of 
four or five points. The exceptionally high 
value of seven was given for a bilateral nor- 
mal renogram which did not reflect a vascular 
lesion. In the uncured groups several patients 
were rated well down. When the renogram 
ratings were left out of the calculations there 


was an overlapping of values of the cured and 
uncured groups. 


VII. AortoGraPHy: Since this is the only 
method of visualizing and thus indirectly diag- 
nosing a renal vascular lesion, it should be 
considered an essential test among patients 
having idiopathic hypertension. Its importance 
cannot be overemphasized.” With proper 
technique and the use of a low dose of non- 
toxic contrast medium, the test has little haz- 
ard. Unilateral lesions were given highest 
values; bilateral lesions slightly less. 


VIII. Excretory UroGrapuy (IVP): It 
is now recognized that the urogram may be 
normal despite unilateral disease or dysfunc- 
tion among patients with hypertension due to 
renal ischemia.” Lack of disparity in the IVP, 
however, when present, represents a good 
prognosis. Abnormalities noted in the urogram 


are graded higher if unilateral and lower when 


bilateral and severe. The renal size and shape, 
concentration of medium, appearance time, 
internal architecture and obstructive uropathy 
are important diagnostic considerations. 


IX. OTHER PossIBLE CRITERIA Not USED: 
Schlegel"' has noted that if an affected kidney 
produces higher osmolality and a low urine 
excretion rate, its removal should affect a cure. 
Twelve patients had this test applied with a 
fifty percent correct correlation. Our experi- 
ence to date has revealed this to be an incon- 
sistent finding and therefore an undependable 
criterion if used alone. When values for this 
test among these patients were included as a 
criterion the results were not altered. How- 
ever, its inclusion among the weighed tests 
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will be reconsidered after more experience with 
it has been obtained. 

The sodium concentration-urine excretory 
rate (Howard Test) determinations for each 
kidney have now been accomplished among 
seventeen of our hypertensive patients under- 
going surgery. The preoperative findings were 
positive in five and negative in three among the 
cured group (sixty-two percent positive cor- 
relation). In the uncured group, the test was 
negative among seven and positive two times 
(seventy-seven percent positive correlation). 
The overall correct correlation was seventy 
percent. It was negative among three of five 
patients uncured but improved, further dis- 
spelling its usefulness. The use of its weighed 
value in one instance would have placed an 
uncured patient incorrectly among the cured 
group. At the present time, it is being checked 
routinely and is under careful surveillance. 
Further experience seems indicated before 
using its weighed value with the other tests. 

The value of abdominal or femoral artery 
bruit detection has not yet found its exact 
status in our study. 


Discussion of Method 


The application of this plan among patients 
suffering from hypertension due to certain renal 
lesions offers predictability regarding return of 
blood pressure to normal following surgery. 
While the predictions were correct in each 
instance in this study it should be emphasized 
that this was a retrospective study. 

This method was applied in retrospective 
studies also at two other medical centers where 
similar tests including renography were being 
used among operated patients. All cured pa- 
tients had scores of 28 or more. However, 
three uncured patients had scores above 27.*7 
(See footnotes on page 965.) 

It is anticipated that occasional cases will 
defy correct classification. To date, it has been 
impossible to foresee which patient may re- 
main uncured but improved to an extent justi- 
fying the surgical interference. The plan should 
not be used as an alternative to sound surgical 
judgment. There will undoubtedly be patients 
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misdiagnosed as having renal disease causing 
hypertension when the real origin may be else- 
where (adrenal tumors, periarteritis nodosa, 
contralateral and bilateral renal arterial dis- 
ease, etc.). Nephrectomy or other urological 
procedures while not affecting a cure might be 
thought indicated by this method if inappro- 
priately applied. 

A correct diagnosis is the first prerequisite 
of this method. Also, erroneous laboratory 


results likewise would lead to false interpreta- 
tions through this method. Yet, it may be 
helpful in organizing the prognostic picture 
for the clinician. We have encountered in- 
stances when the personal physician was 
intending non-surgical management but a high 
score influenced the physician correctly in 
favor of a surgical approach. It would seem 
to warrant further study and perhaps future 
modification will enhance its value. 


Summary 


A number of criteria influencing the prog- 
nosis among patients with hypertension due to 
renal ischemia have been given weighted scores 
and evaluated as a group. Each patient is 
placed in either a cured or uncured group 
according to the results of their total scores. 
In this study, their classification correlated 
correctly with the surgical results. The appli- 


*“The method was applied by Dr. Bruce H. Stewart 
to a group of twenty patients operated upon for renal 
hypertension at the University of Michigan. Scores in 
the group of sixteen patients cured of their hyperten- 
tion ranged from 29 to 40 points with an average 
of 30. Scores in the four patients not cured of hyper- 
tension were lower; 24, 26, 28 and 30 (average 27). 
The latter two patients did not have aortography to 
rule out contralateral renal artery stenosis. In addi- 
tion, the third patient was normotensive. Categories 
showing the greatest difference between the two 
groups (and thereby contributing the most in the 
selection of patients for operation) were aortography 
and age-sex. Intravenous pyelography and radio- 
isotope renography showed no significant difference.”™ 


cation of this method prior to surgery may 
have merit as a means of predicting which 
patient will be cured of hypertension. As yet 
those patients improved, although uncured, 
cannot be distinguished from the unimproved 
patients. Long-term evaluation and _ possible 
modification will be necessary in order to de- 
termine the exact usefulness of this method. 


+ Dr. Vincent O’Conor, Jr., of Northwestern Univer- 
sity Medical Center, “applied this method to the 
twenty patients operated upon in our institution, six- 
teen of whom had nephrectomy and four of whom 
had endarterectomy. Nine of these were not cured; 
nine were considered cured by the rigid criteria of 
Homer Smith, and two were considered controlled 
(the latter classification includes patients with severely 
progressive or malignant hypertension in whom the 
malignant phase was reversed). 

In all but one of these patients, the scoring 
method of Winter predicted the eventual outcome 
with regard to reversal of hypertension. The one 
maverick scored poorly, but underwent bilateral 
endarterectomy.” 
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HEMODYNAMIC ALTERATIONS IN 


HYPERTENSIVE PATIENTS 


Cardiac output was determined in compensated hyper- 
tensive patients. Five were studied by the direct Fick 
method, and 2 by the dye-dilution technic before and after 


chlorothiazide therapy. 


There was a reduction of cardiac output, mean arterial 
pressure, plasma and blood volumes, body weight and pres- 
sures in the right atrium. The total peripheral resistance was 


increased. 


These data add support to the suggested mecha-possibly 
reduction of tissue pressure in the right side of the heart 
and hence to a decreased cardiac output. 


EDWARD D. FROHLICH, M.D., HAROLD W. SCHNAPER, M.D., 


ILSE M. WILSON, M.D. and EDWARD D. FREIS, M.D. 
The New Eng. J. of Med. (1960), No. 25, Vol. 262, Pp. 1261-1263. 
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A SPECIAL ARTICLE 


Social Science and 


Contemporary Medicine 


em about 1950, there was no 
detectable exchange between the professional 
cultures of medicine and social science in the 
United States. An early harbinger of this ex- 
change was the appearance of a paper by 
Lindemann.’ Within a space of four years, 
there were several discussions of the prospects 
for research and teaching careers in the health 
field.** This was followed by a period of rapid 
expansion and consolidation, marked by nu- 
merous works of a summarizing and analytical 
character.*** An excellent index of a continu- 
ing trend is An Inventory of Social and Eco- 
nomic Research in Health, issued annually by 
Health Information Foundation. The number 
of titles in the 1960 edition was more than 
double that of 1956, and, during the same 
period, studies of a distinctly behavioral na- 
ture gained almost two hundred percent, neces- 
sitating a new major classification of the con- 
tents of the volume. 

Meanwhile, organizational changes were 
afoot. In 1957, the Committee on Hospitals 
and Medical Training of the American Medi- 
cal Association declared behavioral sciences 
to be basic in the preparation of future physi- 
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cians. Psychology was not prepared or moti- 
vated to capitalize on that decision, having 
long since crystallized medical psychology as 
an esoteric branch of patient management. So- 
ciology and cultural anthropology have moved 
strongly, the former being much better repre- 
sented by virtue of numbers as well as adaptive 
background. In September 1959, a section on 
medical sociology was formed within the 
American Sociological Association. The com- 
plexion of its membership, currently numbering 
nearly six hundred, is illustrated by the pres- 
ence of a physician and an anthropologist in 
the executive council. It was to this cosmopoli- 
tan group that the American Medical Associa- 
tion addressed, in 1960, the inquiry, “What is 
a medical sociologist?” The group was unable 
to resolve the problem to its own satisfaction, 
but during the discussion it was noted that 
many desirable positions are being offered to 
persons claiming the title but exhibiting no de- 
tectable qualifications which would set them 


Dr. Hawkins is Associate Professor of Sociology, Penn- 
sylvania State University, University Park, Pennsylvania. 


967 


apart from the general aggregate of social 
science. 


Professional Types 


The sociologists, anthropologists, physicians, 
and social psychologists actively sharing inter- 
est in the interstitial subjects related to health 
have generally acquiesced in adopting the medi- 
cal sociology label, even though it falls far 
short of being fully descriptive. In doing so, 
however, they bring to their sundry activities 
rather clear differences of purpose, viewpoint, 
and background. They represent, in fact, a 
congeries of separate professional types. There 
are five such types. 

The most numerous type consists of applied 
sociologists, or more correctly, applied social 
scientists. They are academic people who have 
chafed at the confines of the ivory tower and 
are convinced their disciplines must be reflected 
in some practical terms. A small fraction of 
their time is devoted to practical problems, 
usually without any exposure to theoretical or 
technical features of the particular subject, and 
frequently with dispersion of their attention 
among several phases; occupational sociology, 
the culture of hospitals, and the place of medi- 
cine in the social and political system. Among 
the applied social scientists are a few venerable 
pioneers of the present trend and a good many 
influential missionaries for closer liaison be- 
tween disciplines. By and large, all of them 
are well received by the bulk of their colleagues 
as well as by those more fully engaged in the 
health field. 

Less numerous, but far more influential, are 
those of the type who prefer to be known as 
sociologists of medicine. The primary concern 
here is with sociological theory. The writings 
of this group carry a strong flavor of school 
theory, predominantly that of the “functional” 
school. Research and interpretation are of the 
hypothetico - deductive kind so prevalent in 
present day American sociology, which tends 
to be highly abstract and formalized. Because 
the writings and discussions of this type are 
esoteric and have certain similarities to Freu- 
dian theory, there is a predisposition to their 
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acceptance by medical audiences. Acceptance 
is further facilitated by the fact that sociologists 
of medicine display a very strong interest in 
studying role, status, and prestige; the subject 
matter endears them to American psychiatrists 
and nurses, who are presently much preoccu- 
pied on these very points. Because they are 
knowledgeable and yet make no pretense to 
medical, or public health, knowledge, social 
scientists of this type are likewise readily ac- 
cepted into teaching posts in medicine or pub- 
lic health. Close adherence to familiar theo- 
retical assumptions, on the other hand, gains 
them wide acceptance in their own discipline. 
The sociology of medicine is most often taken 
to be the whole and complete substance of 
medical sociology. Research papers from this 
source appear chiefly in sociological and social 
science journals, and in the more academic 
of the health publications. 

Behavioral specialists concentrate on a single 
subject and attempt to make direct and un- 
usual contributions to health knowledge. Alco- 
holism, stress phenomena, tuberculosis, and 
folk medicine are popular subjects of specializa- 
tion. In pursuing his chosen subject, the be- 
havioral specialist usually develops a wide range 
of applications. His studies almost invariably 
bring him into close and prolonged contact 
with the health professions and the health lit- 
erature. It has been difficult up to now for 
him to achieve wide recognition either in so- 
cial science or in medicine. Among the nu- 
merous compensations are high prestige with- 
in a limited circle, considerable appeal for 
medical and specialized health journals, and 
the conviction that so far as medicine is con- 
cerned, this group carries the future of social 
science in its hands. More so than either of 
the preceding types, behavioral specialists de- 
vote all or a major part of their effort to health 
matters. Their range of opportunities has been 
somewhat restricted, but within that range a 
competent person has many professional, so- 
cial, and economic advantages. Public health 
agencies and medical schools are, for the most 
part, very hospitable. 

The most thoroughly heterogeneous type 
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consists of survey analysts. They may derive 
from any branch of medicine or of social 
science, and occasionally from still other dis- 
ciplines. Their common theme is the classifica- 
tion of health indices according to space, time, 
and socioeconomic or ethnic circumstance. 
Common indices are those of disease or dis- 
ability incidence, family expenditures, health 
opinions, utilization of services; and the dis- 
position of facilities and personnel for medical 
care. Recognition of the contributions of this 
group is more common but less fervent than 
for specialists. Well qualified people of this 
type fit well in many programs, although they 
are usually stronger in research and administra- 
tion than they are in teaching. Their public- 
tions are likely to appear in medical and public 
health journals of broad appeal, and occasion- 
ally in statistical journals. Survey analysis fre- 
quently is blended or confused with social 
medicine of the European, or theoretical, va- 
riety. Its roots are deep both in social science 
and in medicine, and superficially there is not 
much new in the variety considered here. The 
distinction lies in the fact that individuals and, 
more typically, groups or teams devote concen- 
trated energy to increasingly complex analyses 
as groundwork for major shifts in the theory 
and practice of human relations. This is one 
of the two professional types who accept as 
a working rule the assumption that interstitial 
subject matter demands dual capacities and 
merged viewpoints. 

This assumption, which moves one out of 
the interdisciplinary class and into a position 
which might be called syndetic, is the whole 
justification of the fifth type, comprising gen- 
eralists. They are few, unorthodox, and some- 
what cosmic in their thinking. Physicians in- 
terested in social and transcultural psychiatry 
and in administrative medicine are found here. 
Some of this type enlarge the scope and appli- 
cation of a particular theme, for example psy- 
chosomatic medicine, while others strive for a 
very broad range of competence. All exhibit 
a sense of history and a profound respect for 
social philosophy. In this group are a few per- 
sons of renown, a number of respected but 


(VOL. 89, NO. 9) SEPTEMBER 1961 


poorly understood thinkers, and still others who 
are obscure pioneers. By and large, they are 
not well tolerated in the more usual positions 
but are warmly received in multidisciplinary 
endeavors. Some can attain eminence through 
the richness and variety of their contributions, 
their demonstrated grasp on many concepts or 
methods from quite different fields. The prev- 
alent philosophy is dynamically holistic; stress 
theory, team research, historical analysis, and 
rebellion against scientific formalism, all subsist- 
comfortably in one universe of discourse. 


Quo Animo 


In view of this diversity, superimposed upon 
the already somewhat confusing diversity of the 
term “social science,” or the still more indefi- 
nite “behavioral science,” it is utterly impos- 
sible to specify what a particular medical so- 
ciologist might best offer to the healing arts 
and under what terms he could logically func- 
tion. It is very difficult to assess motives, to 
predict interests, to judge professional qualifi- 
cations, to anticipate the mode and level of 
participation. The social scientist, for his part, 
is hampered by unclear perceptions on the part 
of medical people, uneven acceptance of him- 
self and his discipline, and sometimes bizarre 
notions as to the values of social science. 

The nation’s medical schools have been a 
sensitive barometer. During the last ten years, 
nearly half of them have recruited social scien- 
tists of one or the other type discussed above. 
Some schools have taken on a half dozen, or 
more. Many hold traditional titles and at least 
two head departments. Others are clearly desig- 
nated as social scientists and some have ap- 
pointments qualified by such terms as “visit- 
ing,” or “adjunct.” Several are in the liberal 
arts and give part of their time to the teaching 
of unadorned social science courses to future 
members of the healing arts. A few schools 
have set up frankly provisional and experimen- 
tal programs in which to try out social scien- 
tists. One medical sociologist may devote full 
time to research while his colleague in the same 
school is expected to function exclusively as 
an instructor. Likewise, one may be supported 
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by the regular budget ana the other by special 
funds. It is not safe to make a general state- 
ment about departmental affiliations; although, 
psychiatry seems to be best represented for the 
moment. Others are placed in preventive medi- 
cine, integrated curricula, and specialized health 
services. Some are restricted to didactic teach- 
ing while others are strongly discouraged from 
anything of that sort. 

It is both a strength and a weakness that 
‘social science is highly congenial in terms of 
adaptability and variety of interests. What is 
lacking in coherence is often made up in re- 
sourcefulness. Among the newer graduates of 
American schools may be found a truly im- 
pressive array of research skills. Among the 
chief reasons for seeking out sociologists and 
anthropologists are their highly varied research 
methods and their capacity to improvise in the 
face of uncharted approaches and untested me- 
dia. The experimental psychologist is far su- 
perior in getting to well established objectives, 
but social science places great reliance upon a 
well trained, active mind as the chief tool of 
research. So nearly does a fully matured social 
scientist approximate the tradition of Syden- 
ham, Bernard, and Osler, that once anxieties 
are allayed the clinician can accept him as a 
valuable partner. 

Anxiety is, unfortunately, kept alive by rep- 
resentatives of both parties to the potential 
union. Sociology is ambivalent, in one breath 
ridiculing the intellectual shallowness of medi- 
cal practitioners and in the next extolling the 
supposedly flawless edifice of medical science. 
In their association meetings, leaders of soci- 
ology constantly defer to physicians and adopt 
the Yankee premise that only physicians are 
entitled to doctoral recognition. These same 
leaders are likely to roar with laughter at the 
statement, “I have this on the authority of a 
physician.” On the medical side are those who 
speak enthusiastically. of the need for sociologi- 
cal teaching in medicine and then add a fatu- 
ous rider, “ . . . presented by a medical prac- 
titioner, of course.” There are others who at- 
tack social scientists for being aloof and not 
wanting to understand the peculiar concerns 
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of medicine, and then become slightly phrenetic 
at the suggestion that the aloofness be dispelled 
by interviewing patients or by making ward 
rounds. A very large number, perhaps a ma- 
jority, cannot conceive any mutual arrangement 
in which a medical sociologist need not be sub- 
servient to all physicians he may encounter. 
Medicine in Transition 

The conditions which have led to medicine’s 
attraction for social science and social science’s 
attraction for medicine are numerous and inter- 
connected. Within the orbit of medical thought, 
priority must be given to the progressive loosen- 
ing of beliefs and practices of long standing. 
More than a quarter century ago, there was 
already concern over the dethronement of hu- 
manism and erudition in medicine.**’ A com- 
prehensive base of knowledge is now a remote 
prospect, inasmuch as medical and premedical 
education is a conglomeration of non-human 
specialties.’* The difficulties are intensified 
by events which followed a major dislocation 
of medical tradition, a dislocation readily iden- 
tified in the United States because it was precip- 
itated by the Flexner report. The pivotal effect 
of that report was to transfer apprenticeship 
from the home and office of an intimately in- 
volved tutor to the aseptic and mechanized man- 
agement of a depersonalized institution. Admin- 
istrative, educational, therapeutic, and civic 
affairs have subsequently been intermingled. 
Efficiency and money have shouldered aside 
many professional matters. Hospital boards of 
directors, university trustees, and political 
bureaucrats by virtue of their control over the 
capital investments essential to technological 
advances, have assumed increasing latitude in 
the making of therapeutic decisions. Future 
physicians are caught in the organizational 
dilemma of increasing need for interdisciplin- 
ary knowledge and team action despite persist- 
ing traditions which rule out rational division 
of labor and formal delegation of responsibility. 
A profession functioning along the lines of a 
guild is attempting to cope with intricately com- 
plex modernism within the framework of an 
essentially feudal organization. 
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Specialization has engulfed existing health 
services. Professional privilege, restrictive 
membership, and certification are accepted as 
measures of worth. Medical theory has given 
way to tangible competencies. Drug com- 
pounding has been converted into a competitive 
mass industry with its own specialized person- 
nel. Dispensing has become interstate com- 
merce. Affluent citizens demand specialized 
service as an expression of the social and eco- 
nomic exhibitionism known as conspicuous 
consumption. 

Professionalism has likewise mushroomed 
within the hospital walls. There are technicians 
and technologists in hematology, pathology, 
and bacteriology; there are physical therapists, 
occupational therapists, and prosthetic appli- 
cators; librarians, dieticians, nutritionists, ad- 
ministrators, social case workers, accountants, 
and ward clerks; postanesthetic nurses, medical 
secretaries, dental technicians, and pharmacy 
assistants. Each new fragment adopts ad hoc 
standards, forms a new association, assumes a 
distinctive title, and strives for some form of 
official recognition. Matrons have evolved into 
the National Executive Housekeepers Associa- 
tion, which has decreed that by 1971 ail new 
members must hold a Bachelor of Science de- 
gree, complete an “internship,” and qualify for 
a certificate by examination. In large hospitals 
for the care of the chronically ill, one may now 
hear the paradoxical phrase, “professional 
volunteer.” 

Academic disciplines have likewise devel- 
oped group identification and are achieving 
recognition. The situation for these disciplines, 
however, is considerably different. Neither per- 
sonal service nor medical care has received 
much attention in their aims and their profes- 
sional preparation, nor is there much likelihood 
that they will deviate from established patterns. 
Sociologists and anthropologists are accustomed 
to playing their parts on the same panoramic 
stage as philosophers, historians, economists, 
and political scientists. To them the sub- 
ject of health is as important, and only as 
important, as religion, kinship, law, and art 
forms. To them, legal and institutional recogni- 


(VOL. 89, NO. 9) SEPTEMBER 1961 


tion is a matter of disdain or even outright 
amusement.* They prize conceptual, symbolic, 
and expressive skills; being described as tech- 
nically competent is more derogatory than 
flattering. In some instances, equality with a 
physician would be considered a loss in status, 
much like a pediatrician in relation to a child. 
The social scientist is not attracted to medical 
agencies in search of prestige, but rather in 
search of objects of study. The physician is in 
part a valued colleague and sponsor, but in 


- part he is also a datum in the pursuit of im- 


portant and fascinating social phenomena. 

This does not mean that there is lack of 
interest in the professional problems of con- 
temporary medicine, but it does mean that 
problems will be seen in a different perspec- 
tive. An anthropologist and a psychiatrist may, 
for example, share an intense interest in the 
problems posed by greatly overextended med- 
ical curricula, steadily declining recruitment, 
badly compromised standards, and a practi- 
cally static research frontier. The anthropolo- 
gist, however, would not feel the intellectual 
and perhaps emotional conflicts relative to 
specialist prestige, public acceptance, and com- 
petition for funds and facilities. He would view 
the problem as part of his cultural analysis, 
relating it to such things as the system of social 
values, professional organization, audio-visual 
technology, educational practices, and the dis- 
sociation of group and individual practice, 
public health, and nonpsychiatric counseling. 
The problem might be so redefined as to be 
unrecognizable to the psychiatrist, yet the ef- 
forts of the anthropologist could be relevant 
and productive so far as the psychiatric profes- 
sion as a whole is concerned. 

There are other subjects in which the psy- 
chiatrist might well have a detached interest 
but which the anthropologist would look upon 
as decisive in the development of his science. 
There are problems of definition, classification, 
and ethnocentrism in psychiatric theory;. 


* It might be pointed out however, that there is some 
drive within the Society for Applied Anthropology, for 
certification of members of that group. (Editor.) 
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changing family structure and spending pat- 
terns; changes in the status of minority groups 
and the probable impact of such change upon 
health and the healing arts; the acculturation 
processes operative in etiology, remission, and 
rehabilitation; research problems peculiar to a 
professional community; almost certainly, the 
distortions and contradictions found in cross- 
disciplinary communication. These are subjects 
which may contribute in varying degree to the 
practice of psychiatry, but they are not es- 


sential to legitimize the existence of psychiatric’ 


specialists. They do contribute to the legitima- 
tion of social science in its task of being use- 
ful to, but not confused with, the healing arts. 

Granted that there are important differences 
of interest and of method, there is also con- 
siderable unanimity on critical issues. It is 
generally agreed that American medicine has 
crossed a divide and is surging forward into a 
new epoch. It is likewise agreed that the transi- 
tion is cultural and social, that specialists in 
such matters can do more effectively many of 
the jobs which otherwise would fall to phy- 
sicians. The demands in teaching, research, and 
administration are growing even more rapidly 
than the demands for service, and there is a 
climate of optimism about the use of social 
science manpower in these areas. These points 
have been discussed at length by various 
writers.*°"?> Reduced to a common denomina- 
tor, the discussions have to do with the grow- 
ing complexity and instability of modern 
society. This is the subject matter of common 
concern. Within the broad content are certain 
matters which are substantive and which, at 
the same time, are apt to be somewhat threat- 
ening in terms of procedure and relationship. 
Roney*® has put his finger on three of them: 
culture lag within the medical profession, new 
social views on medical care, and the mixed 
public image of physicians. 


Culture Lag 


Beginning with the industrial revolution, 
society has encountered many instances of 
resistance to innovation. Resistance usually oc- 
curs when the innovation is not an extension 
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of established culture but a radical departure 
which demands new social and economic 
premises. It may be exhibited as failure to 
comprehend and utilize the innovation, as 
grossly uneven diffusion of it, or as refusal 
to adopt on the part of one segment of society. 
These disjunctures are studied under the com- 
mon label of culture lag, a phenomenon which 
is not the same as outright rejection by a cul- 
ture of an idea which cannot contribute any- 
thing worthwhile to that particular culture. 
Only recently has a new dimension of culture 
lag assumed importance. It consists of failure 
of the human mind to absorb fully the very 
culture from which it derives its meanings. 
Culture is made possible by the time-binding 
capacity of the human mind. This character- 
istic tends to crystallize at the time of matura- 
tion, after which new information tends to be 
bypassed through selective attention and cog- 
nitive distortion, or else filed under what 
seems an appropriate label and then reacted to 
in the same way as all the previous items 
which were similarly filed. The rapidly acceler- 
ated dynamism of society and the concomitant 
lengthening of the human life span have given 
rise to a disturbing degree of individual culture 
lag. 

Interprofessional difficulties revolve around 
the older physician’s obtuseness on the sub- 
ject of illness. A choice example is alcoholism, 
an ailment only recently added to the Amer- 
ican medical profession’s own conception of 
the proper sphere of medical practice. There is 
a widespread tendency to continue interpreting 
according to an obsolete reference system, 
somewhat like hinterland libraries where books 
about labor unions are still cross-indexed 
under socialism, anarchy, and sedition. The 
medical mind has not changed as rapidly as 
medical knowledge. Established physicians are 
overwhelmed by a flood of facts, fads, and 
formulas, and have neither the motivation nor 
the leisure to make an adequate appraisal of 
ideas unrelated to the familiar world of specific 
causes, effective preparations, and concrete 
procedure. Only a very small percentage are 
aware of the Manual on Alcoholism, pub- 
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lished, in 1957, by the American Medical As- 
sociation, much less the specific fact that the 
terms “illness” and “disease” are employed 
therein as descriptions of this condition. 

Because every physician is presumed to be 
an authority on illness, it has been possible for 
individual practitioners to use mass communi- 
cation media for the dissemination of dogmatic 
nonsense on the subject. In November 1957, 
the Register and Tribune Syndicate issued a 
release bearing the name of a highly respected 
physician, lampooning alcoholics as bums who 
prefer to live a vicious, depraved, irresponsible 
existence. In December 1960, in a feature 
carried by Newspaper Enterprise Association, 
another physician took a reader to task for 
questioning his previous claim that alcoholism 
is not an illness. The rebuttal was highlighted 
by reference to the problem as “a sick joke.” 
This latter writer, licensed about the time of 
the Flexner reform, gave as his sole authority 
a non-practicing lawyer employed by a welfare 
agency which refuses to help any person 
having domestic, economic, social, medical, or 
psychiatric difficulties or currently suffering the 
effects of drink. 

Such statements are at variance with decla- 
rations by the World Health Organization, Na- 
tional Institute of Mental Health, and the 
many reputable centers for research and treat- 
ment. They impeach the judgment of industrial 
leaders who are genuinely concerned for the 
problem drinkers in top management positions. 
Finally, and perhaps most importantly, they 
are inconsistent with the conviction of major 
Christian denominations that this is not a 
moral question. 

The interprofessional conflict was revealed 
in 1960, when those responsible for planning 
the coordinated North American program on 
alcoholism delivered an unintended but unmis- 
takable snub to the committee on alcoholism 
of the Society for the Study of Social Problems. 
This group, which is actually much more than 
a committee, includes practically all the med- 
ical sociologists who have attained recognition 
as alcoholism specialists. Their reaction may 
be judged from the following passages:** 
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“. . . Our central concern is with the virtual 
absence of articulation of vitally interested 
members of the sociological profession with the 
new federally (N.I.M.H.) financed structures 
which are being developed . . . for the pro- 
fessed purpose of evaluating scientific research 
and stimulating more effective scientific en- 
deavor in the alcoholism area. . . . This con- 
cern was formalized in a unanimously adopted 
resolution . . . Marked concern was also ex- 
pressed lest undue emphasis and priority be 
given to administrative, clinical, or other pro- 
grammatic interests to the detriment of basic 
research. . . . We are gratified to learn from 
the list of persons designated for the final Co- 
operative Commission that it contains the 
names of three prominent sociologists who 
have committed themselves heretofore either 
not at all or only in the most incidental way 
to research on alcohol problems. . . . Yet it 
is with dismay that we note that not one 
sociologist from the United States who has 
demonstrated competence and is currently ac- 
tive in research in the alcohol field appears 
on the list from which the Commission is to 
be constituted. . . . Of course our work will 
continue whether or not it is in any way 
related to the activities of the Cooperative 
Commission. Yet it is to be hoped that the 
N.L.M.H.-N.A.A.A.P. development may pro- 
vide a context for its furtherance, for its con- 
structive evaluation and systematic articulation 
with the findings of other disciplines. Whether 
or not all this will be possible would seem to 
depend in large measure upon the kind of an- 
swers you can supply to the general questions 
we have raised regarding the nature of your 
undertaking, upon the qualifications of the 
Scientific Director whom you choose to guide 
your activities, upon adequate representation 
of the sociological profession in the Coopera- 
tive Commission, and upon a_ heightened 
awareness of the current state of sociological 
research on alcohol problems.” 


Public Perception 
The status of physicians is also affected by 
shifts in the value system and in the social 
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perceptions of the public. Health is no longer 
a blessing but a right, a commodity upon 
which all have a claim. Physicians are still 
family doctors in part, but also in part they 
are symbols of power and prestige, clever 
merchandisers in a world where sharp bargain- 
ing is admired and yet resented. 

Within the lifetime of many Americans 
practicing medicine, the right to vote was 
denied to women. It was not long ago that 
the right of public dissent, collective bargain- 
ing, secret voting, benefit of legal counsel, and 
employment without regard to origin or reli- 
gious belief were either nonexistent or severely 
qualified. Only in recent years has it been 
possible to enter most private colleges and uni- 
versities on the sole ground of competence. 
Every social change has been met with con- 
sternation and anguish in some quarters. Mil- 
lions of Americans now consider health service 
a civil right, and similar consequences are 
entailed. 

The transformation which placed so much 
responsibility in hospital management has also 
evolved new patterns of payment. For many 
years the third-party schemes were fostered by 
hospitals in order to finance new services and 
new apparatus. Physicians and patients alike 
were pretty much coerced into acceptance. 
Prepayments quickly became a fringe benefit. 
Gradually there has come into being a crazy 
quilt of “coverage” so complicated, unpredict- 
able, and rapidly obsolescent that it does not 
fully please anyone. But the die is cast, and 
there is dawning awareness that the public will 
inevitably demand a guaranteed, universal, and 
uniform offering of medical care.** 

This profound change in social values has 
resulted in applying the word “health” to any 
situation where public sympathy and support 
is needed. Controversial ideas can be safely 
advocated by appealing to mental health. Un- 
employment is not a catastrophe so long as it 
is only degrading and demoralizing, but be- 
comes tragic when it jeopardizes optimum 
health. Traffic accidents and reading difficulty 
have become public health problems.”* *° The 
misbehavior of children is not called to the 
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attention of the clergyman or the schoolmaster, 
but referred to the pediatrician and later the 
psychiatrist. 

The public image of physicians has changed 
accordingly. No longer are mystery stories 
people with mad -doctors, evil doctors, alco- 
holic doctors, and avaricious doctors. The 
rugged frontiersmen who romped through the 
stories of Zane Grey and Jack London, laugh- 
ing at gunshot and knife wounds, are now 
running to “Doc” with mere abrasions. The 
doctor has meanwhile developed a split person- 
ality, one phase of which is an amiable philan- 
thropist in rumpled clothing and the other, an 
inexplicable and unapproachable scientist ooz- 
ing sanitary severity. 

This is not an isolated trend, it is part of a 
massive cultural shift. The era of clerical 
dominance gave way to a shorter era of the 
tradesman, and this in turn to a still shorter 
span of the lawyer-politician. We are now 
witnessing what may be a very brief heyday 
of the man of medicine. At a time when his 
preparation is so narrow as to invite cries of 
“trade school intellect” from his own ranks, he 
is thrust forward as the sacred totem of his 
society. Strange and complicated issues are 
brought within his province, where he may, if 
so inclined, invoke the many legal and social 
powers with which the present century has 
endowed him. 

His prestige is fortified by generous income 
at a time when income is the single most signifi- 
cant measure of eminence. 

Other professions are threatened with sub- 
jugation in their own fields of competence. In 
spite of the fact that these other professions 
have now achieved an intellectual status equal, 
or superior, to his own, the physician in his 
perplexity is tempted to assume his traditional 
pose of kindly omniscience. In a public as- 
semblage, he finds it difficult to respond ration- 
ally to any remark which might cast doubt 
upon his own profession’s implied superiority 
in such fields as logic and human relations. An 
innocent question may even prompt him to 
ask, in glacial tones, whether the questioner 
is licensed to practice medicine. This reaction 
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is puzzling to the social scientist, whose train- 
ing has prepared him to meet challenges with 
an impressive display of solid evidence and 
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MEDICAL CONFERENCE 


RETICULOENDOTHELIOSIS 


Patient : Mrs. M. S., Age 31, 
Ward C-12 

Dr. Bernard Panner 

Dr. A. C, Carter 

Dr. E. F. Vastola 


Dr. J. R. Derow 


Presented by 


D. PERRIN H. LONG (CHAIR- 
MAN): This morning we have a very interesting 
patient to present. The patient who will be 
presented is a thirty-one-year-old white female, 
who has reticuloendotheliosis, and the case 
presentation will be made by Dr. Panner. 

Dr. PANNER: This is the fifth KCH admis- 
sion of a thirty-one-year-old married Jewish 
woman with the chief complaint of pain in the 
ankles of four days’ duration. 

History of Patient's Illness: The patient’s 
medical history apparently begins when at the 
age of five she developed otherwise unde- 
scribed lumps on the elbows. When she was 
six, a fall resulted in compound fractures of 
the left tibia and the left elbow, with compli- 
cating chronic infection of the left elbow. 
Between the ages of seven and eight, she de- 
veloped abcesses and draining sinuses at the 
right elbow. These drained intermittently until 
1942 when she was sixteen, a curettment of a 
fistulous tract being done and yielding “inflam- 
matory granulomatous tissue.” X-rays were 
interpreted as showing chronic osteomyelitis in 
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both the right and the left humerus. At age 
twenty-five, a bone marrow aspiration was con- 
sidered normal. In 1950, with her first preg- 
nancy, she noticed a further increase in the 
polydipsia and polyuria which she claims to 
have had as long as she could remember. 
During 1953, biopsy of the left elbow done 


* in her home town was reported as showing 


“chronic osteomyelitis and pseudoxanthoma- 
tosis.” In addition, calcification of the abdom- 
inal aorta and tibial arteries was noted on x- 
ray. The following year x-ray showed an 
“osteolytic lesion of the left clavicle not present 
in August 1953.” In February and March of 
1954, the patient was given a course of radia- 
tion to both elbows. 

Further hospital admission, in April 1954, 
at the time of her second uneventful preg- 
nancy, disclosed a normal skull on x-ray and 
“osteomyelitis and cholesterol tumor of the left 
elbow.” The patient was followed at a Uni- 
versity Hospital Center in her home town for 
twenty months, after which time the family 
moved to New York City. 

In January 1956, the patient was admitted 
to Kings County Hospital for the first time 
because of pain in the lower extremities. At 
that time, significant findings were as follows: 
mental retardation, emotiona] lability, and 
slight dysarthria. There was nystagmus on 
lateral gaze but no exophthalmos, or papill- 
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edema. The skin over the left elbow was 
nodular, tender, swollen, and indurated. There 
were well healed scars over the left tibia with 
tenderness of the left knee and hyperpigmenta- 
tion of the skin over the lower extremities. 
The left arm was shortened with flexion de- 
formity at the left elbow, limitation of motion 
at the right shoulder and diminished pedal 
pulses. 

Laboratory studies at that time showed a 
normal lumbar puncture, mild anemia with a 
hemoglobin of 11.4 Gms. The urine showed 
consistent low specific gravity between 1.001 
and 1.005. Serum electrolytes including cal- 
cium and phosphorus were repeatedly normal. 
The serum alkaline phosphatase was normal. 
The urinary sodium excretion was low, 6.7 
mEgq./liter. Urinary 17-ketosteroid excretion 
was normal as was serum cholesterol determi- 
nation. The I'*' uptake was 9.2 percent in 
twenty-four hours and the BMR was plus 29. 

Because of persistent polydipsia and polyuria 
of four to eight liters per day, Hickey-Hare 
and Pitressin® tests were performed with find- 
ings confirming the clinical impression of dia- 
befes insipidus. Bone marrow aspiration and 
formal bone biopsy of the right tibia were 
interpreted as “histiocytosis — Hand-Schiiller- 
Christian type.” Numerous x-rays were taken 
with no obvious lesions seen on skull films. 

Visual field examination revealed concentric 
constriction bilaterally. The patient was given 
a course of radiation to the pituitary and to 
the left elbow. No reduction in the symptoms 
of the diabetes insipidus followed this proce- 
dure but some relief resulted from the use of 
posterior pituitary “snuff.” Menstrual periods 
have continued regularly. Repeated episodes 
of infection at the left elbow have resulted in 
several admissions to the hospital with a mod- 
erate anemia being noted each time. 

In 1957, at another hospital, she received 
a course of high voltage radiation to the left 
elbow and shoulder and to the right radius. 

On this admission, the lower extremity pain 
cleared spontaneously on admission. Significant 
findings and changes at this time include florid 
facies and seborrhea. The nystagmus is still 
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present and more marked on right lateral gaze. 
Three diopter papilledema bilaterally with no 
exophthalmos is now present. Visual field ex- 
amination shows further concentric constric- 
tion. There is no hearing defect or palpable 
scalp nodules. The heart and lungs are normal 
to examination. No abdominal organs or 
masses are palpable. The left elbow is fixed in 
ninety-degree flexion with the overlying skin 
showing erythema, induration and areas of 
granulation tissue. On the left shoulder, there 
is a raised, erythematous, indurated lesion of 
about 8 cm. diameter with a central quarter- 
sized depressed undermined ulcer with a dry, 
grey-green, rough base. The pedal pulses are 
markedly diminished. Skull film shows a pos- 
sible early lytic lesion in the left fronto-tem- 
poral region. Polyuria of about three to five 
liters per day continues. 

Laboratory data includes a hemoglobin of 
10 Gms., hematocrit of 36, white blood cell 
count of 8,200 with a normal differential. 
Serum calcium, phosphorus, alkaline phos- 
phatase, cholesterol and electrolytes and tests 
of thyroid function are all within normal 
limits. 

@ Summary: This thirty-one-year old woman 
has a twenty-six year history of a process 
involving skin and bones and diabetes insipidus 
but with no exophthalmos and only recent 
radiologic involvement of the skull. She has 
been treated with radiation to the skull and 
the local skeletal lesions. She now shows evi- 
dence of increased intracranial pressure. The 
case is presented as an example of the group 
of conditions known as Histiocytosis. 

Dr. LonG: That was very well presented, 
Dr. Panner. Dr. Derow, will you please show 
the x-ray films. 

Dr. DERow: X-rays of the left elbow. Ini- 
tial films of 1956 show a complete dislocation 
of the elbow joint. There is a widening of 
the humerus in the region of the elbow with 
areas of punched-out radiolucencies which were 
indicative of reticuloendotheliosis in the bone. 
In addition, there is evidence of sclerotic 
change which is secondary to the old trauma 
and the recurrent osteomyelitis. Subsequent 
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films, in 1957, and current films, in 1958, show 
no gross change in the findings of the elbow. 
Lower ends of both femurs show « destruction 
of the trabecular pattern of the bone with some 
sclerosis and some radiolucent areas. Both legs 
show radiolucent areas scattered throughout 
both tibia. There was evidence of an old healed 
fracture of the distal third of the left tibia. 
There was widening of the shaft of the tibia 
with some sclerosis. 

Chest film showed radiolucent areas in the 
distal end of the left clavicle which were evi- 
dences of the infiltrations in that region. Also, 
there was evidence of an old arthritis of the 
right shoulder joint and evidence of coarsen- 
ing of the pattern of the humerus in the region 
of the shoulder joint. 

Abdomen shows evidence of calcification 
within the abdominal aorta. Skull films show 
no evidence of the usual punched-out appear- 
ance of the calvarium and also there was no 
radiological evidence of the sella turcica. 

Dr. HERBERT LICHTMAN: (Explaining 
slides): Here are a few of the very bizarre 
endothelial cells which were found in her mar- 
row. This is one. 

Here are a few more examples of these 
histiocytes. I think they are outstanding in 
that there is nothing else that one would see 
that would simulate this in an average marrow. 
It is just so bizarre that it would catch your 
attention immediately. The next slide shows 
fatty cells. 

Dr. LonG: Thank you, very much, Doctor 
Lichtman. The patient is here. May we see 
the patient. 

Did you like Philadelphia? Philadelphia is 
a very interesting city. You used to be a 
patient at Temple University Hospital? 

Mrs. M. S.: Yes. 

Dr. Lonc: How long have you been in 
Brooklyn? 

Mrs. M. S.: Three years. 

Dr. Lone: Please let us see that bad elbow 
of yours. You can’t put it out straight? 

Mrs. M. S.: A little bit. 

Dr. LonG: Can you bring your forearm 
up any? 
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Mrs. M. S.: Yes. 


Dr. Lonc: You can’t bring it up much. 
Could we see this hand? Hold out this hand. 
You can spread your fingers alright. Thank 
you, very much. Dr. Carter: will you con- 
tinue the discussion. 

Dr. A. CARTER: We have all heard Dr. 
Panner’s excellent presentation of a patient with 
a long history of Hand-Schiiller-Christian’s 
Disease dating back at least to the age of six. 
You have seen x-rays which are very classical 
of the disease, and the pathological material 
from the bone marrow which is also very typ- 
ical of this disease. Unfortunately, we could 
not show you the slide which was made from 
her formal bone biopsy of tibia which was done 
in 1956. 

I think there are only two points in terms 
of her history which should be emphasized. 
One is the calcification of her vessels. In going 
over the literature, this is the first case that I 
have been able to find of calcification of ves- 
sels occurring at this young an age. In some 
of the patients the disease has occurred in the 
sixties, seventies and eighties and calcification 
has been seen, but according to all of the 
authorities, calcification of the vessels does not 
occur in this group of diseases. One other 
feature of her disease, which is relatively rare 
but has been reported, is the fact that there 
is diabetes insipidus, without any demonstrable 
involvement of her calvarium. 

Many terms have been used to describe this 
disease. Today, the patient was presented as 
an instance of reticuloendotheliosis. Two years 
ago, she was discussed as a case of “Histio- 
cytosis X.” Lichtenstein, in 1953, coined the 
term Histiocytosis X for eosinophylic granu- 
loma of bone, an isolated solitary bone lesion, 
Letterer-Siwe disease, acute and subacute and 
Hand - Schiiller - Christian’s disease. Hand- 
Schiiller-Christian’s disease. Hand-Schiiller- 
Christian disease is really the chronic stage of 
Letterer-Siwe’s disease. These three diseases 
have been called reticuloendotheliosis, lipoido- 
sis, and Thannauser has grouped them under 
primary essential xanthomatosis of the normo- 
cholesteremic type. The primary pathological 
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lesion is the presence of histiocytes rather than 
lipid deposits. 

Therapy for this patient is a major con- 
sideration. Her Pitressin® therapy has been 
satisfactory and should be continued. She has 
already received large amounts of irradiation 
to her skull, elbow, clavicle, and right radius. 
This has proved ineffective and there has been 
considerable tissue reaction with edema and 
necrosis with this therapy. Because of this, I 
would be loathe to suggest further irradiation 
to her skull in the presence of her papilledema. 
There are scattered reports in the literature of 
the treatment of this disease with antibiotics, 
a variety of chemotherapeutic agents such as 
urethane, nitrogen mustards, folic acid antag- 
onists, all without benefit. Some reports have 
suggested that cortisone is effective therapy. 
I would like to see this patient given a trial 
of steroid therapy while remaining in the hos- 
pital. It would be hazardous to maintain this 
patient on steroid therapy at home as she has 
a very low mentality and her family has not 
been too cooperative in her management. I 
would like to turn the discussion over to Dr. 
Vastola at this point. 

I would like to turn the discussion over as 
far as neurosurgery is indicated. 

Dr. Lonc: Talking about giving cortisone 
to patients who are not too intelligent, I am 
reminded of our patient who had had his 
adrenals removed and was having trouble with 
his wife and to spite her he stopped his corti- 
sone, and he stopped himself. You might say 
dead in his tracks. 

Dr. VASTOLA: The lesion is in the floor of 
the third ventricle involving the hypothalamus 


and additional findings indicate involvement of 
the triad of the upper tract nearby. There is, 
in addition, an intention tremor in all her limbs, 
indicating cerebellar involvement. She has 
nystagmus as has been mentioned. These indi- 
cate a rather extensive lesion probably ex- 
tending beyond the third ventricle where the 
hypothalamus is into the mid brain and pos- 
sibly even further down. It is very likely that 
this lesion has parts both above and below 
the tentorium. 

Isolated eosinophilis granulomas may be 
removed by the surgeon with beneficial results. 
Whether or not a surgeon wants to tackle this 
particular lesion I shall not answer that be- 
cause I am not a surgeon. It depends upon 
the surgeon’s experience and his courage. My 
own opinion is that this patient represents a 
very poor surgical risk and that an attempt to 
remove this lesion would be unsuccessful. 

The question of x-ray treatment was brought 
up and she failed to respond. I would agree 
with Dr. Carter’s suggestion that steroids be 
tried and that the patient remain in the hos- 
pital. 

Incidentally, her problem being this severe, 
indicates a rather excessive increase of intra- 
cranial pressure. The patient with increased 
intracranial pressure in certain conditions 
may not only live but work a long period of 
time. 

Dr. LonG: I am sorry we cannot discuss 
this patient more but as Dr. Vastola said, I 
am quite sure we might do something here 
because after all they are working now on 
both the supra and subtentorial areas, so it 
may be so. 
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Working alone or with your col- 
leagues, you'll find this is no snap. 
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EDITORIALS 


POLITICIANS WITHOUT SCRUPLES 


It is always a nauseating sight to witness politicians indulging 
in bartering away the traditional rights of our countrymen for a 
mess of political pottage, i.e., headlines and notoriety with the 
hoped-for corollary, votes. It is an especially cruel procedure 
when, to the tune of political tom-toms, they wail with the bathos 
of professional mourners, in a fake aura of “greater love hath no 
man” (but me) for the welfare of my fellow men. 

This is exactly what two politicians, Estes Kefauver, of Madison- 
ville, Tennessee, and Emanuel B. Celler, of Brooklyn, New York, 
are doing on stage in this session of Congress. And the back- 
ground music is being supplied by a chorus of leftish, or addle- 
pated, or ivory-towered, or bite-the-hand-that-fed-you, or just 
repressed, self-seeking, publicity-hungry doctors who are appear- 
ing in defense of S. 1552 and H.R. 6245 (the Kefauver-Celler 
bill). In this bill there is a section which should concern every 
doctor, every investor, every inventor, and every industrial re- 
search organization in this country; under the guise of breaking 
up “monopolies,” (which do not exist) Kefauver and Celler are 
making a direct attack on the Patent Act. Their bill would amend 
the Patent Act to limit inventors’ rights in a patent on a prescrip- 
tion drug to three years from the day that the FDA allowed the 
drug to be marketed (it sometimes takes years before the Patent 
Office gets around to adjudicating and issuing a patent). At the 
end of three years, any “qualified” (by whom?) manufacturer 
would have the right to demand and receive a license, together 
with all of the technical “know-how,” and manufacture the prod- 
uct on the payment of a royalty not to exceed eight percent by 
statute! This right to demand a license is extended to domestic 
and foreign firms alike, is completely compulsory, and in essence 
would subsidize domestic and foreign producers, as well as open 
up the immense technical and creative resources of our pharma- 
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ceutical and chemical industries to Kussia and 
other communist countries! It would be “ask 
and thou shalt receive.” 

Now what is the sales talk of these two 
politicians? What it’s the old political “hog- 
wash” about “monopolies,” pap which has been 
gradually weakening the fiber of the American 
people for more than sixty years, and which 
has been fed to them in increasing quantities 
in the last generation by the quacks of the 
“New Deal,” the “Fair Deal,” and now the 
“New Frontier.” Kefauver and company have 
sedulously avoided the facts. Monopolies, in 
the sense of the word as used by Mr. Kefauver, 
and now alleged by the Justice Department, 
do not exist in the pharmaceutical industry. 
Take for example the tetracycline group of 
antibiotics. We had Aureomycin® (chlortetra- 
cycline) in 1948, Terramycin® (oxytetracycline) 
in 1950, Achromycin,® Panmycin,® Poly- 
cycline,® and Tetracyn® (tetracycline) in 
1954. Where is there a monopoly with these 
antibiotics? Furthermore, today there is com- 
petition between twenty-seven tranquillizers, 
twenty-three important antibiotics, nineteen 
important steroids, eight important cardio- 
vascular agents, six diuretics, about a dozen 
so-called “mental” drugs, and eleven anti-para- 
sitic agents! Now Mr. K. and Mr. C., where 
are the monopolies here? 

Our patent system, which has been the back- 
bone of our industrial enterprise, goes back 
to Article I, Section 8, Clause 8, of the Con- 
stitution, which states that Congress shall have 
the power “to promote the progress of science 
and useful arts by securing for a limited time 
to authors and inventors the exclusive rights 
to their respective writings and discoveries.” 
The first “Patent Act” was signed in 1790 and 
gave the inventor exclusive rights to his in- 
vention for fourteen years. In 1861 this Act 
was amended to read “seventeen years” which 
is the life of a patent today. Thomas Jefferson 
in commenting on the first Patent Act said: 
“An act of Congress authorizing the issue of 
patents for new discoveries has given a spring 
to invention beyond my conception.” Still two 
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members of the party founded by Jefferson 
want to amend the current act to three years 
for protection of prescription drugs, thereby 
ham-stringing pharmaceutical research. While 
signing the amendment to the Patent Act in 
1861, Abraham Lincoln stated: “The patent 
system added the fuel of interest to the fire 
of genius.” 

And now, attempts are being made to breach 
this Act which has in essence been the very 
base for the industrial system of free enterprise 
which has made our country the world leader 
it is today! 

Is this the way to better the health of our 
people?—to fetter, if not essentially to destroy 
the industry which has contributed the major 
advances for the prevention and cure of dis- 
ease in the last generation! How stupid can 
we be if we allow a few individuals to sell the 
idea that those who do the research and pro- 
mote the health of man, beast, and plant, 
should subsidize those who don’t. If K. and C. 
have their way, U. S. companies will buy drugs 
from low-cost foreign licensees, thus throwing 
American workers out of employment. 

But what they are up to, doctor, is threaten- 
ing and dangerous. They are attempting to 
drive a wedge into our Patent Act which will 
destroy the values of patents. If they should 
be successful, what about steel patents? Elec- 
tronic patents? Plastic patents? Chemical pat- 
ents? Won’t they be next in line once the Act 
has been breached? Where then will our re- 
search, our new products, our free enterprise 
be, with patent protection essentially elimi- 
nated? What difficulties will the American 
labor force be in when such nonsense as K. 
and C. propose results in low-cost foreign 
licensees of the products of American endeavor 
and inventiveness flooding our markets with 
our own products? 

Doctor, it’s time for you to wake up and get 
your patients to wake up! Write your Senators 
opposing §. 1552, and your Representative op- 
posing H.R.6245! Don’t wait; do it today. 
Tomorrow may be too late. 
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STRAWS IN THE WIND 


Things are happening with prescription fill- 
ing business these days concerning which all 
of us should be aware, because of their pos- 
sible eventual effect on the practice of medi- 
cine and our friends the pharmacists. We don’t 
know how many of our readers are cognizant 
of the national and/or regional advertising 
which is being done by mail order dispensers 
of prescription drugs and over - the - counter 
drugs, offering such products at prices some- 
what above what pharmacists pay and definitely 
lower than our patients pay for them. All the 
patient has to do is mail your prescription to 
firms such as these. The local pharmacist loses 
a sale. Might it not be a good idea to address 
our prescriptions to our local druggists? 

Next have been a couple of events which 
are taking place in New York City. Some 
time ago, one group of unions announced that 
they were going to finance a number of phar- 
macies scattered over New York City with the 
intent of furnishing prescription drugs at near 
cost to their members. In this scheme, the 
union group would own and operate the stores. 

Recently, seven bricklayer local unions in 
New York City and on Long Island have put 
into operation a prepaid prescription drug plan. 
Their program covers twenty thousand people, 
bricklayers and their dependents. Fifteen hun- 
dred pharmacies in New York City, Nassau 
and Suffolk counties are participating in the 
plan. These pharmacies have pledged to abide 
by a prescription price schedule “which is de- 
signed to provide a fair return to the store 
owners and still provide medication at reason- 
able prices.” To achieve this, the participants 
in the program will pay a basic fee of fifty 
cents for each prescription filled. The Brick- 
layers Insurance and Welfare Fund will set up 
a $250,000 fund for the first year to pay the 
rest of the costs. The plan will pay for all 
drugs prescribed by a licensed medical doctor 
or osteopath, but will not pay for any remedies, 
-etc., which the participants in the plan may 


buy over-the-counter. We will watch this plan 
with interest. It is a well known fact, that one 
of the defects which quickly became apparent 
in The National Health Service in Great Britain 
with the sudden increase in prescriptions writ- 
ten by British doctors, far above what had 
been estimated, or budgeted for. It would be 
too bad to have this happen to this plan. As 
part of the money for this plan comes ulti- 
mately, by the way of fringe benefits, from the 
pockets of people who pay the eventual costs 
of construction, we would hope that the doc- 
tors of New York City and Long Island will 
be thoughtful about writing prescriptions for 
beneficiaries of this plan. Otherwise, they and 
their kith and kin will be paying for the costs 
above those now budgeted for. 


Concerning Medical Care 


For some time the Editor of MEDICAL TIMES 
has been predicting that, because of the rising 
costs of medical care, and because of the dis- 
satisfaction of a number of union leaders with 
the cost of the varying combinations of Blue 
Cross and Blue Shield, partially provided for 
out of fringe benefits, they would essay to set 
up their own systems of prepaid medical care 
completely under the aegis of the union con- 
cerned. In other words, they would attempt 
to emulate the most extensive plan in this field, 
namely that of the United Mineworkers of 
America, a group which has been operating in 
the health field for a dozen or more years. 

Recently, the United Auto Workers Union 
inaugurated a new health insurance program, 
in Detroit, featuring the doctor team ap- 
proach. Another feature of this health adven- 
ture is that for the first time Michigan’s two 
hundred and twenty-five hospitals and its Blue 
Cross and Blue Shield plans (eighty-three per- 
cent of doctors participate) face real competi- 
tion. They may eventually lose a sizable seg- 
ment of the medical population to the newly 
formed program which has the publicity-wise 
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name of the Community Health Insurance. 

The way the scheme operates is as follows: 
All members of the union and their immediate 
dependents are eligible for complete medical 
care, i.e., from “colds” to prolonged debilitating 
illnesses such as Parkinson’s Disease. A doctor- 
team, based on the Union’s Detroit Metropoli- 
tan Hospital, comprised of specialists and gen- 
eral practitioners, all employed on a full-time 
basis, provide the medical care. An associa- 
tion member is free to choose any one of the 
general practitioners he wants from the doctor- 
team to be his family physician and, if specialty 
consultation is desirable, he can choose his con- 
sultant from the team. However, if he goes 
outside the doctor-team list, he is not covered. 
In other words, his choice of doctors is limited. 
Actually, as the association member has no 
part in choosing the doctors on the team, one 
could hardly say that he has a “free choice 
of his physician.” 

The break-even point in the scheme as now 
conceived is thirty-five thousand members. 
Who pays for it? Theoretically, each member 
pays $8 a month if he is single, $18.80 per 
couple, and $20.60 for a family of three. How- 
ever, as is so common today, a considerable 
part of these costs are included in the “fringe” 
benefits provided for today in the Union’s con- 
tract with car makers. (Currently, in the new 
contract negotiations, a big boost in medical 
fringe benefits is being demanded by the 
Union. ) 

It must be said that the Community Health 
Insurance (C.H.A.) provides wide coverage 
because its philosophy will be that prevention 
of disease will be stressed. Hence check-ups, 
immunizations, home calls by doctors, home 
nursing, etc., will feature the program. Every 
effort will be made to keep the association 
members and his family out of hospitals, or 
even out of the doctors’ hands. 

What does all of this mean? Well, it is part 
of a slowly developing movement over the en- 
tire country based on an increasingly articulate 
philosophy that comprehensive medical care is 
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a right of every inhabitant of the United States. 
We have been convinced for some time that 
this movement cannot be stemmed. The only 
point for discussion is how best can this right 
be met, and with an economy of personnel, a 
provision of first-rate total medical care at a 
reasonable cost to all concerned, and with com- 
plete honesty on the part of the health pro- 
fession in providing it. We do not feel that 
in our country we need to have Federal con- 
trol. Rather, we favor strong local, or state, 
plans, covering total medical care, with care- 
ful and effective policing of these plans by local 
societies to eliminate “chiselers,” health per- 
sonnel and hospitals alike. Yes doctor, a few 
hospitals are among the worst of the chiselers. 
A twenty percent return on shares in a pro- 
prietary hospital can only be guaranteed by 
“chiselers.” It’s time to stop fighting a losing 
rear guard action, trying to rally patients or 
doctors around the old slogan of “socialized 
medicine.” As polls taken by MEDICAL TIMES 
at the corner of 54th Street and Madison Ave- 
nue and 14th Street and Union Square (New 
York City) indicate, an astonishing number 
of people favored having medical care, “social- 
ized” or “socialistic,” provided for them.* Let’s 
not get out of step with the times. Let’s not 
be proverbial ostriches. Let’s rally our forces, 
forget our professional and personal jealousies, 
let’s not behave like wild jackasses, but rather 
in a disciplined fashion (discipline shouldn’t 
be a dirty word to us) organize medical care 
in our communities under the aegis of our- 
selves, i.e., our local societies. We have be- 
come convinced by a careful survey of the 
“straws in the wind” that if we don’t, within 
a relatively short time we will be regimented 
by various governmental agencies or forced by 
economic needs to submit to the dictates of 
lay groups organized to provide medical care. 
For once let’s be the leaders of the parade! 
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The President has just expressed in his 
address to our people what I am sure is the 
firm belief of his fellow citizens: “We will not 
permit the Communists to drive us out of 
Berlin by force” and to support his words he 
then enumerated the measures he would ask 
Congress to take, to support our position. A 
bit later in his talk to us he stated that the 
concept of the defense of this country which 
he was proposing “stretches beyond the pres- 
ent Berlin crisis.” This can be interpreted to 
mean a long-term “build-up.” 

At this time we can only speculate on what 
this means in terms of increased draft “call- 
ups” for doctors. However, based on the ex- 
perience of the past we can make certain 
predictions. To begin with, our readers must 
realize that not a single man can be called up 
before Congress has authorized the expendi- 
ture of money to pay him. Hence the first 
step in the call-up, as you well remember, is 
that the President requested Congress to auth- 
orize him; i.e., permit him to do certain things. 
Congress approved his requests. 

Now among these requests were proposals 
to add about 125,000 men to the strength of 
the Army, 29,000 men to the Navy, and 
63,000 men to the Air Force. Obviously when 
these men are added more preventive and 
medical care will have to be given to the mem- 
bers of the Armed Forces and their dependents 
than would be given with the smaller forces 
which existed prior to the President’s requests 
to Congress. These needs for medical care 
can be met in four ways: 1) by American 
volunteers, 2) by calling up American physi- 
cians currently members of the National Guard, 
or the United States Army, Navy, or Air Force 
Reserves, 3) American medical officers who 
finished their service under the Berry Plan, and 
4) by drafting American doctors without prior 
service. 


Well, to begin with, unless doctors are 
members of units which are called to active 
duty from the National Guard or Reserves, it 
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is unlikely that doctors will be called up from 
the pools described under 2) and 3). In these 
pools are mainly veterans of World War II, or 
Korea and doctors who have had their service 
under the Berry Plan. What about volunteer- 
ing? One can say that unless the philosophy 
and thinking of our readers and other young 
doctors has been changed by the increasing 
threat to our national survival, not many vol- 
unteers will be available. So probably the draft 
will be used to obtain the doctors needed by 
the Armed Forces. What about foreign interns, 
residents, and fellows? According to our laws 
they are eligible to be drafted, but it would be 
our guess that none here on temporary visas 
will be drafted. However, with those who en- 
tered this country with permanent visas, it may 
be an entirely different question. They may 
be drafted. 

How many will be needed and when? That 
depends on what plans for the utilization of 
doctors by the Armed Forces have been 
approved and what the build-up is. For ex- 
ample, are units in training, or in readiness, 
going to have their authorized complement of 
medical officers? Currently in Europe and the 
Far East, most of the tactical and support units 
of the Army have but skeleton medical officer 
groups, but plans are such that, in face of a 
tactical incident, medical officers already as- 
signed to tactical units, but who are manning 
the Army hospitals overseas will immediately 
join their units, and they in turn will be rapidly 
replaced in the hospitals by medical officers 
currently on duty in the United States and who 
are tentatively allotted to Theaters of Opera- 
tion. In the United States, none of the units 
have their full complement of medical officers, 
except possibly some highly specialized tactical 
organizations. It may be that military units be 
filled to their authorized strength of medical 
officers and that would mean that doctors would 
have to be procured over what are now avail- 
able. 
~* Written July 26, 1961. 
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Then let’s consider what has been the ex- 
perience of the past. Just how many doctors 
are needed? Well, like everything else, that 
varies with the situation. Isolated stations of 
the Army, Navy, and Air Force always should 
have a doctor or doctors come what may. In 
war with heavy and continued fighting, there is 
attrition of medical officers so the numbers 
procured must be increased. In stand-by or 
training periods the needs are less. As Congress 
has authorized medical care for the dependents 
of military personnel more doctors are needed 
than if such care was not given. These and 
other factors govern the needs of the Armed 
Forces for doctors. Now is there a “rule-of- 
thumb” regarding the number of doctors 
needed? The answer is yes and, during the 
past twenty years, a ratio varying from around 
three to around six per thousand strength has 
been employed by the Army for assessing its 
needs for medical officers. Using such figures, 
one can see that for the Army alone some 
three hundred and seventy-five to seven hun- 
dred and fifty doctors might be called up for 
service. We cannot judge how many additional 
medical officers will be called up by the Navy 
or Air Force. 

Who will be called up? One would guess 
that the first to be called would be those who 
have had no prior service in the Armed Forces. 
This means probably residents, younger fellows, 
and young physicians in practice. What about 
physical standards? Our guess will be that the 
services will in general continue the policy that 


anyone who can be an intern, resident, fellow, 
or practitioner, will be able to serve in the 
Armed Forces. Will having dependents make 
any difference relative to who is called up? 
All we can say is that as far as medical officers 
are concerned, it apparently has not in the 
past. Will deferments to permit a drafted resi- 
dent or fellow without prior service to finish 
out his year be permitted? Here again, we 
don’t know the final answer, but we do know 
that the President said in his talk that some 
people would have their education interrupted, 
some families would be separated, etc. Just 
what this means remains to be seen. What 
about Berry Plan members in resident training 
programs? We don’t know, but we would guess 
that unless the President declares a state of 
emergency, they would not be called into 
service. Will the terms of service of temporary 
medical officers currently on active duty be 
lengthened? Here again we don’t know, but 
we would guess not for the time being. What’s 
the best thing to do? Our feeling is this. Cur- 
rent interns should over-fill the quota of the 
current Berry Plan and volunteer for service 
next year. Residents who feel the urge should 
volunteer immediately for the service of their 
choice. Otherwise, wait for the draft, and if 
drafted, don’t ask for deferment (you have to 
do this personally), but enter the service to 
which you are assigned with the attitude that 
you are going to do the best job you can for 
your country and service come hell or high 
water! 


WHAT'S THE DOCTOR'S NAME 
Identify this famous physician 
from clues in the brief biography. 
PAGE 103a 
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THE LONG 


AND SHORT OF IT 


From Your Editor's Travels and Reading 


ATLANTIC CITY MEETINGS (Contd) 


Monday, May 1, 1961, was devoted to the 
scientific session of the Fifty-Third Annual 
Meeting of the American Society for Clinical 
Investigation (the so-called “Young Turks”). 
Over two hundred papers had been submitted 
for this session, and from them, twenty-six, or 
roughly one-tenth were chosen for presentation 
before the Society. It would be impossible to 
present the total day’s program, so your Editor 
will discuss a few of the interesting (and 
understandable) papers which were read, and 
a few which were read by title. Drs. LEIGH- 
TON E. CLUFF and RICHARD C. CONTI, 
of Baltimore, Md., reported that bacterial 
endotoxin greatly increased the susceptibility 
of rabbits to experimental staphylococcal 
infections when the former was injected intra- 
venously or intradermally up to four hours be- 
fore the infection was induced. This effect 
seems to be brought about because the bac- 
terial endotoxin impairs normal leukocytic 
function. From Irvington - on - the - Hudson, 
N. Y., came the report by Drs. ALVAN R. 
FEINSTEIN and MARIO SPAGNULO which 
provides an explanation for the mechanism of 
post-therapeutic rebound phenomenon in rheu- 
matic fever. Their experiments “indicate that 
the rebound represents the appearance of rheu- 
matic inflammation which accumulated under 
therapeutic suppression. They also indicate 
that anti-inflammatory therapy (prednisone) 
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can be detrimental for asymptomatic rheumatic 
patients whose only abnormalities are in lab- 
oratory tests.” “The Course of Urinary Tract 
Infection Secondary to Catheterizations” was 
discussed by Dr. JANET J. FISCHER, Chapel 
Hill, North Carolina. She studied one hundred 
and ninety-four patients hospitalized in the 
majority of instances for cancer, “usually of 
the cervix, but some had carcinoma of the 
uterus or vagina.” Ninety percent of the 
patients were catheterized and forty percent 
had an indwelling catheter in place for at least 
two days. At the time of admission, eighty-five 
percent were uninfected. Two to four weeks 
later, thirty-five percent (twenty-six patients) 
of these uninfected patients subjected to one 
catheterization, twenty-five percent (two pa- 
tients) of those not catheterized at all, and 
sixty percent (thirty-four patients) of those 
with indwelling catheters were infected. Ninety 
percent of the infections were due to gram- 
negative rods. An analysis of these patients 
and their infections indicates that their urinary 
tract infections were related to the catheteriza- 
tions which were performed for therapeutic 
purposes, and that certain of the patients de- 
veloped uremia as a sequel to progressive 
urinary tract infection before any urinary tract 
obstruction occurred. Your Editor would like 
to say that, in his experience during the past 
ten years, urinary tract infections have fre- 
quently followed single catheterizations done 
for therapeutic, or diagnostic, reasons. It is his 
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impression that such infections are on the 
increase. If this is correct, then one can 
attribute the increase directly to poorer cath- 
eter technique, resulting from the increasing 
use of inadequately trained personnel (nurses- 
aides, orderlies, etc.) for this procedure. He 
feels this is especially true on female wards, 
where currently it is rare to see a registered 
nurse catheterizing a patient. An interesting 
paper, on the “Stimulatory Effect of Pheno- 
barbital on Steroid Metabolism,” was presented 
by Drs. LEONARD D. GARREN, A. H. 
CONNEY, and GORDON M. TOMPKINS, 
of Bethesda, Md. and Tuckahoe, N. Y. It was 
known that phenobarbital markedly stimulated 
the activity of certain drug-metabolizing en- 
zymes which reside in liver microsomes and 
which require reduced TPNH for activity. Be- 
cause of this, the effects of phenobarbital on 
the enzymic metabolism of steroids by rat liver 
microsomes was studied. It was found that 
“phenobarbital influenced the metabolism of 
normally occurring steroids by apparently 
stimulating their hydroxylation by a TPNH- 
dependent microsomal enzyme.” Only recently 
has the virus of trachoma been successfully 
grown in the yoke sac of embryonated eggs. 
Drs. J. THOMAS GRAYSTON, SAN-PIN 
WANG, YEN-FEI YANG and ROBERT L. 
WOOLRIDGE, of Taipei, Taiwan, Formosa, 
reported on their success in reproducing trach- 
oma in six blind volunteers by inoculating 
them with egg-grown virus. Furthermore, after 
the disease had been established and had re- 
sponded to therapy for two months, three of 
the volunteers were given a series of injections 
of an experimental trachoma virus-vaccine pro- 
duced in embryonated eggs. The other three 
volunteers were given placebo vaccine. Each 
of these developed trachoma in the uninocu- 
lated eye. Two vaccinated volunteers who had 
been inoculated in but one eye, did not have 
the disease spread to the other eye. Then, 
after nine months, all six volunteers were 
treated in both eyes with Terramycin® oint- 
ment, four times a day, for one month. In the 
three subjects receiving the placebo vaccine 
following this therapy, acute relapses devel- 
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oped. The volunteers vaccinated with the virus 
vaccine did not have acute relapses. The 
authors concluded “that the vaccine probably 
exerted a favorable influence on the course of 
the disease.” In another paper on urinary 
tract infections, Dr. PAUL D. HOEPRICH 
reported on a “Correlation of Culture and 
Sediment Findings in Urinary Tract Infections.” 
He pointed out that a bacteriuria > 10° per 
ml. is diagnostic of infection in the genito- 
urinary tract, but does not define the exact 
locus of such infection.” Likewise, pyuria 
indicates inflammation of the genito-urinary 
tract, but again does not locate the site of the 
inflammation. However, in nephritis, the exu- 
date is morphologically unique, i.e., because 
of the white blood cell casts. Hence, the 
finding of leukocyte casts plus a bacteriuria 
enables one to make a diagnosis of pyelone- 
phritis. An interesting observation was that 
therapy which eliminated the bacteriuria and 
white blood cell casts, without causing a dis- 
appearance of pyuria did not produce a cure. 
Drs. ERNEST, LAVELLE HANNA, PHIL- 
LIPS THYGESON, CARL MORDHORST, 
and CHANDLER DAWSON, of San Fran- 
cisco, California, reported the isolation and 
successful cultivation of the viral agent of 
Inclusion Conjunctivitis by inoculating the yolk 
sacs of embryonated eggs. The disease was 
successfully reproduced in monkey’s eyes. 
Continuing in the area of studies on urinary 
tract infection were Drs. EDWARD H. KASS, 
WILLIAM E. MIALL and KENNETH L. 
STUART, of Boston, Mass.; Penarth, Wales; 
and Jamaica, West Indies. To quote from the 
report of this group, “The role of pyelonephritis 
in the pathogenesis of hypertension is unclear. 
A symptomatic bacteriuria has been linked to 
pyelonephritis and occurs frequently in hos- 
pital populations but its prevalence in non- 
hospital populations is unknown. Studies of 
prevalence of bacteriuria and its relation to 
high blood pressure were set up in rural and 
mining populations in Wales and in urban and 
rural populations in Jamaica. Excellent co- 
operation in the study was obtained. The re- 
sults of the investigations showed that bac- 
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teriuria was uncommon in the male groups, 
but in the female groups an overall prevalence 
of 4.4 percent was noted. Hypertension was 
definitely more frequent in the bacteriuria 
group of women. The authors concluded by 
saying “the data favor the hypothesis that 
bacteriuria is etiologically related to hyperten- 
sion, rather than that it is secondary and sug- 
gest preventive possibilities. Population studies 
of hypertension are subject to error unless 
asymptomatic bacteriuria is considered.” 
Another report which interested your Editor 
was that of Drs. MALCOM B. McILROY and 
THOMAS V. O'DONNELL, of San Francisco, 
California, which dealt with “The Effects of 
Squatting on the Circulation.” The problem 
of why certain individuals with congenital heart 
disease squat has always interested us. After 
studying this problem by determining by 
changes in arterial oxygen saturation of the 
blood (ear oximeter), the pulse rate, and the 
brachial arterial blood pressure in normal indi- 
viduals and in those having congenital heart 
disease, these investigators offer the following 
explanation of the effects of assuming the 
squatting position: “1) Squatting raises the 
peripheral systemic resistance and increases the 
systemic venous return by removing the dis- 
tending force of gravity upon the arteries and 
veins below the heart. As a result, more of 
the right ventricular output is directed to the 
lungs, and the volume of blood shunted into 
the aorta is reduced. 2) The increase in car- 
diac output and blood pressure seen on squat- 
ting is inversely proportional to the volume of 
blood in the central reservoirs of the heart and 
lung. 3) Squatting produces a marked in- 
crease in the arterial oxygen saturation only 
in patients with a small “central blood volume.” 
4) The anatomy of the heart in Fallot’s tetral- 
ogy, with a right ventricular-to-aortic shunt, 
provides a situation in which small changes in 
the parallel resistances of the pulmonary sten- 
osis and systemic arterial bed have a great 
effect on the arterial oxygen saturation.” 
Wilson’s disease (Hepaticolenticular Degener- 
ation) is rare, but extremely interesting in its 
evolution and pathogenesis. Certain patients 


having this disease excrete excessive amounts 
of calcium and have renal stones. A report 
from the Mayo Clinic on this finding was 
made by Drs. RAYMOND V. RANDALL, 
NORMAN P. GOLDSTEIN, JOHN B. 
GROSS, JOHN W. ROSEVEAR and WAR- 
REN F. McGUKIN, of Rochester, Minn. They 
found that in Wilson’s disease, there was a 
direct relationship between the ingestion and 
excretion of calcium. As the intake increased, 
a three-to-fourfold increase in the urinary ex- 
cretion of calcium occurred. They stated, “the 
range as well as the abruptness of the change 
in the urinary excretion of calcium suggests 
that this phenomenon primarily reflects in- 
creased intestinal absorption. The relationship 
of this to the increased absorption of copper 
from the intestine in Wilson’s disease is not 
known. The fact that hemorrhagic otitis media 
may be produced by a viral agent seems to 
have been definitely proven by Drs. DAVID 
RIFKIND, ROBERT M. CHANOCK, HOW- 
ARD M. KRAVETZ, KARL M. JOHNSON 
and VERNON KNIGHT, of Bethesda, Md. 
These investigators report on the inoculation 
of thirty-four human volunteers with a tissue 
culture strain of the Eaton Agent, a virus 
which was isolated from a patient suffering 
from atypical pneumonia. Half of the experi- 
mental subjects had fluorescent stainable anti- 
bodies. Eight of the seventeen volunteers in 
whom no antibody could be demonstrated de- 
veloped illnesses accompanied by objective 
physical findings. Three had pneumonia, six 
had hemorrhagic otitis media (one had both). 
Three of the remaining nine volunteers in this 
group developed minor upper respiratory infec- 
tions. In the group of seventeen in whom 
antibody to the agent was demonstrated, one 
developed otitis media, four had minor res- 
piratory illnesses, and twelve remained well 
after being inoculated. These findings seem to 
demonstrate without doubt that the Eaton 
Agent may produce either atypical pneumonia, 
or hemorrhagic otitis media, or both in certain 
individuals. An interesting paper, on the 
“Reduction of Postprostatectomy Bleeding by 
e-Aminocaproic Acid,” was submitted by Drs. 
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EDCARDO SACK, THEODORE H. SPAET, 
RALPH L. GENTILE and PERRY B. HUD- 
SON of New York City. The chemical e-Amin- 
ocaproic Acid (EACA) inhibits the activation 
of plasminogen and is an antagonist to uroki- 
nase. In a double-blind study, patients under- 
going prostatectomy were studied. Normal 
saline solution was the placebo. Urokinase 
activity was suppressed in all patients receiving 
EACA and, while little difference was noted 
in hemoglobin levels in the treated, or un- 
treated, patients in the first twelve postopera- 
tive hours, striking differences were noted 
thereafter, especially in. patients in whom the 
suprapubic route was used (p < 0.0001). In 
the control group, the loss of hemoglobin was 
eightfold that noted in the treated group. The 
investigators could not determine whether the 
hemostatic effect of EACA was due to a sup- 
pression of blood lytic activity or to the sup- 
pression of urokinase activity. Obviously, if 
the results were due to the inhibition of blood 
lytic activity, EACA might well prove to be 
of value as a hemostatic agent in other types 
of surgery. While Amphotericin B is the most 
effective antibiotic for the treatment of systemic 
fungal infections, its usefulness has been ham- 
pered by the fact that it produces febrile reac- 
tions, signs of renal damage, and may affect 
the blood. The last, however, has not been 
commented on to speak of. Drs. J. P. SAN- 
FORD, J. A. PRITCHARD, R. E. WINDOM, 
R. S. ABERNATHY, and H. G. MUCH- 
MORE, of Dallas, Texas, Little Rock, Ark., 
and Oklahoma City, Okla., submitted a paper, 
on “The Hemotoxicity of Amphotericin B,” in 
which they report decreases in hemoglobin con- 
centrations of = 2.0 g. percent in twenty-four 
out of thirty-two patients whom they had 
studied. The mechanism of this type of anemia 
seemed to be that of the defective re-utilization 
of iron, i.e., an impaired removal of iron from 
plasma transferrin. Drs. JEREMIAH STAM- 
LER, HOWARD A. LINDBERG and DAVID 
M. BERKSON, of Chicago, IIl., submitted a 
paper entitled “The Diagnostic and Prognostic 
Category, Suspect Coronary Heart Disease.” 
Their study was based on males, age group 
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40 to 59, numbering 1,594, which represented 
the entire labor force of a Chicago utility 
company within these age limits. The study 
has been underway since January 1, 1958. 
The rate for definite coronary heart disease 
in this group is now 48 per 1,000. The over- 
all prevalence rate for “suspect coronary heart 
disease” is now 111 per 1,000. To date, men 
with “suspect coronary heart disease” have a 
two-or threefold greater risk of developing 
frank coronary heart disease. The category 
“suspect” is used to designate individuals with 
suspect angina pectoris, suspect but not proved 
episodes of myocardial infarction, or coronary 
insufficiency, and certain electrocardiographic 
changes which are not pathognomonic of 
definite coronary heart disease. “Suspect cor- 
onary heart disease” was more prevalent in 
individuais who had hypercholesterolemia, or 
hypertension, or both; the prevalence rates in 
these groups jumping 151 to 333 per 1,000 
men. This represents a four-to eightfold in- 
crease in risk over that experienced by normal 
men. The authors concluded by saying that 
they believe that the diagnosis “suspect cor- 
onary heart disease” can be validly made, and 
they feel that anyone who has this diagnosis 
made should institute promptly those measures 
which might correct the risk-increasing abnor- 
malities. A paper which should be of interest 
to all family physicians was that presented by 
Dr. WARREN E. C. WACHER, of Boston, 
Mass., on “The Effect of Hydrochlorothiazide 
on Magnesium Excretion.” He pointed out 
that the neuromuscular disturbanc2s noted on 
the administration of chlorothiazide drugs have 
been attributed to excessive losses of potassium 
in the urine. Sometimes, however, patients 
having such disturbances do not respond to 
potassium replacement therapy. Furthermore, 
as he said, “The intracellular distribution of 
magnesium, its role in neuromuscular excita- 
tion and its capacity to abolish cardiac arrhy- 
thmias due to digitalis intoxication, all suggest 
that this group of diuretic agents may addition- 
ally affect magnesium metabolism.” Hence, 
he tested his hypothesis in controlled studies 
using eight normal individuals. He found that 
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hydrochlorothiazide produced an increase in 
the excretion of magnesium in the urine 
coupled with a transient decrease in serum 
magnesium concentration. The author con- 
cludes, “it seems likely that the signs and symp- 
toms arising during the administration of 
hydrochlorothiazide and which do not respond 
to potassium may be alleviated by magnesium 
replacement therapy.” (Italics ours—Ed.) 


THE ASSOCIATION OF 
AMERICAN PHYSICIANS 


The Seventy-Fourth Annual Meeting of the 
Association was held on May 2 and 3, 1961. 
Sixty papers were submitted for presentation 
and twenty-eight were actually presented. What 
was probably the most exciting report of this 
year’s meeting, in Atlantic City, was given by 
Dr. AUSTIN S. WEISBERGER, on “The 
Effect of Nucleoproteins on Hemoglobin For- 
mation by Megaloblasts in Vitro.” He de- 
scribed test-tube experiments in which the 
genetic material extracted from the bone mar- 
row cells of a person who had one form of 
anemia altered the bone marrow cells from a 
person who had another type of anemia. A 
form of hemoglobin, not yet identified, was 
produced by these controlled experiments. To 
accomplish this, desoxyribonucleic acid ex- 
tracted from red blood cells obtained from a 
patient who had sickle cell anemia was placed 
in contact with extracts from red blood cells 
obtained from a patient who had megaloblastic 
anemia. As a control, physiological saline 
solution was added to a similar extract. In 
ten hours, the beginning formation of the new 
(and yet unidentified) type of hemoglobin be- 
gan. In other words, a transformation hemo- 
globin from one form to another was accom- 
plished for the first time under controlled 
conditions. The way is now open to extensive 
studies on the nature of the human cell. Another 
paper of real interest was presented by Drs. 
E. H. AHRENS, JR., J. HIRSCH, K. OETTE, 
J. W. FARQUHAR and Y. STEIN, of New 
York City. It dealt with the subject of “Carbo- 
hydrate-Induced versus Fat-Induced Hyperlipe- 
mia.” In their studies on human volunteers 
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using diets which varied from eighty-five per- 
cent carbohydrate, fifteen percent protein and 
no fat to fifteen percent carbohydrate, fifteen 
percent protein and seventy percent fat, these 
observers definitely showed that hyperlipemia, 
as measured by the blood triglyceride levels, 
could easily be produced by diets high in carbo- 
hydrates, while diets containing seventy percent 
of fat produced the lowest levels of triglycerides 
in the blood of eleven of the experimental 
subjects. What makes it more interesting was 
the observation that it didn’t seem to make 
any difference whether saturated, or unsatu- 
rated, fats were used; the results were the 
same in the eleven subjects mentioned above. 
A study of the fatty acids of the blood trigly- 
cerides of these volunteers when they were on 
the high carbohydrate diets showed that the 
fatty acids were derived from carbohydrate 
rather than from the tissues of the volunteers. 
However, two experimental subjects responded 
differently. Their blood triglycerides rose when 
they were placed on the high-fat diet. These 
two individuals were found to be lacking in the 
enzyme lipoprotein lipase which breaks down 
fats in the blood. The lack of enzyme is prob- 
ably due to a genetic fault, and these individ- 
uals must be rare. Thus there are two types 
of hyperlipemia: the carbohydrate-induced 
form, and that which results from the absence 
of the enzyme lipoprotein lipase. 


THE ONE HUNDRED AND TENTH 
ANNUAL MEETING OF THE 
AMERICAN MEDICAL ASSOCIATION 


The annual meetings of the American Med- 
ical Association are gigantic affairs. For 
example, at the recent meetings in New York 
City, scientific sessions were held in the Coli- 
seum and in six hotels ranging from the Plaza 
and Sheraton Park to the Commodore and 
Henry Hudson Hotels. The House of Dele- 
gates met at the Hilton Statler. For any 
physician whose tastes were eclectic, it meant 
jumping from one place to another. Now dur- 
ing the five days of the meeting, there were 
about a thousand lectures, symposia, round- 
tables, panels, chairmen’s and presidential 
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addresses, and other types of oral communi- 
cations. There were Special Exhibits in vari- 
ous fields, Science Fair Exhibits, Student 
American Medical Association Exhibits, Dem- 
onstrations and Diet Conferences. There were 
over three hundred scientific exhibits and about 
four hundred and fifty booths for commercial 
exhibits, occupied by two hundred and eighty- 
one pharmaceutical manufacturing companies, 
instrument makers, publishers of books, ency- 
clopedias, and medical journals, cosmetic pro- 
ducers, soft drink bottlers (bars were available 
on the first and second floors), bed manu- 
facturers, the telephone company, a Christian 
Medical Society, schools, copying and business 
machine makers, soap manufacturers, baby 
food purveyors, fruit juice dispensers, milk 
producers, salt substitute and meat tenderizing 
makers, surgical dressing manufacturers, hear- 
ing aid producers, medical schools, travel 
bureaus, paper makers, coffee purveyors, x-ray 
equipment manufacturers, prosthetic makers, 
the International College of Surgeons, chem- 
ical companies, wearing apparel, accident 
health and life insurance companies, the 
National Federation of Catholic Physicians 
Guild, cranberry products sellers, camera com- 
panies, sanitary napkins producers, book 
binders, mattress makers, meat packing com- 
panies and personnel placement bureau. What 
a mixture! But they pay the “freight” for the 
annual meeting, and it’s likely that the bill is 
high! These exhibits were visited by many 
thousands of doctors and lay indivicuals. The 
trouble is though when one thinks about the 
annual meeting, the show has grown so big 
that it had to be scattered all over mid-town 
Manhattan. 

As we have pointed out, more was going 
on than any one individual could encompass 
at the one hundred and tenth anniversary of 
the American Medical Association. As it was 
greater than a three-ringed circus, your Editor 
decided to eschew the scientific sessions by and 
large and concentrate his attendance on the 
meetings of the House of Delegates and its 
reference committees. One of the major prob- 
lems facing the Association today is its efforts 
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to discipline its erring members. With the 
practice of medicine governed by fifty differing 
medical practice acts in our fifty states, with a 
very strong grass-roots attitude towards the 
problem of professional discipline being held 
by county and city medical societies, and with 
the long history of the A.M.A. being a policy 
forming and not an operating agency in 
American Medicine, about all the Association 
can do is recommend and then bring the weight 
of professional opinion on local societies to 
get them to act vigorously when faced with 
disciplinary problems. How do these problems 
arise? Well, first of all there are those which 
arise from bad professional conduct and which 
result primarily from greed. They are over- 
charging, failure to explain costs to patients in 
advance, double sets of fees, abuse of health 
insurance plans, “ghost” and unnecessary 
surgery, fee splitting, professional incompe- 
tence and the perversion of medical testimony. 
As can be seen, these forms of misbehavior 
have to do with greed for money. Secondly, 
there are factors which affect the person or 
personality of a doctor, and make it undesir- 
able for him to continue in the profession. 
Among these are immorality (especially adult- 
ery with a patient), frequent drunkenness 
especially when associated with conviction for 
drunken driving, narcotic addiction, conviction 
for felonious conduct especially income tax 
evasion, and last but not least, failure to re- 
spond to requests for service. Data was pre- 
sented which indicated that in 1960 a total 
of six hundred and seventy-two disciplinary 
procedures were initiated by state boards and 
medical societies. Action was completed in 
three hundred and forty-nine cases, and the 
licenses of sixty-eight physicians were revoked. 
There was a strong feeling at the meeting that 
organized medicine should discipline its mem- 
bers for any misconduct. As it would appear 
that state and county societies had fallen down 
on the job, and state boards likewise, these 
groups were urged to abandon the “hear-no- 
evil, see-no-evil” attitudes and sternly discipline 
the erring members of our profession. /t would 
be your Editor's opinion that if the “grass- 
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roots” organizations don’t do their job in this 
respect, we are liable to find ourselves under 
‘the lash of government in disciplining matters. 
One of the less edifying spectacles which occu 
now and then in American Medicine arose as 
a result of the act of the House of Delegates 
in approving a report of the Council on Drugs 
in which the use of an oral living vaccine for 
poliomyelitis, of the type developed by Dr. 
Albert B. Sabin, was recommended. As your 
Editor was a member of the Council on Drugs 
for more than twenty years and is fully con- 
versant with its methods, he can say that he 
feels certain that a prolonged study and re- 
view of the use of oral living vaccine for the 
prevention of poliomyelitis was made by the 
Council before it approved the use of this 
type of vaccine. Whether their report should 
have gone to the House of Delegates as for 
“information only,” or for “action” is a matter 
which could be debated. However, the House 
elected to act, thus throwing the weight of 
“organized medicine” on the side of the oral 
living vaccine. The cognoscente in the field 
of polio vaccines knows that over the years 
considerable heat has been generated between 
the proponents of the so-called “Salk killed 
vaccine” and “Sabin’s oral living vaccine.” To 
paraphrase a beer ad, one might say relations 
have been “icily cool” between the two groups 
lately. Hence, when the House of Delegates 
approved the report of the Council on Drugs, 
Dr. Jonas E. Salk, with a public display of 
asperity which should not be condoned when 
scientific problems are under consideration, 
whipped off telegrams to the President of the 
A.M.A. and Speaker of the House of Dele- 
gates (both to a wrong address, we might add), 
in which he objected to the “misinformation 
and misleading references” in the Council's 
report, stated that mass use of oral vaccine 
was “questionable and of doubtful practicality” 
and went on to say that the Delegates would 
be “on embarrassingly uncertain scientific 
grounds.” Naturally, this whole episode got 
headline treatment from the newspapers. In an 
editorial, entitled WELL, WHAT ABOUT 
POLIO VACCINES (New York Herald- 
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Tribune, June 29, 1961) the remark is made, 
“The controversy at the American Medical 
Association convention over polio vaccine 
strikes us as unseemly and unnecessary.” With 
this statement, we are in complete agreement, 
and feel that what the instigator of the contro- 
versy has done is to damage public confidence 
in our profession. As would be expected, the 
House of Delegates reaffirmed their opposition 
to the scheme submitted to Congress by the 
Administration in which it was recommended 
that the financing of medical care for the aged 
be put under Social Security. However, the 
House of Delegates (and its managers) really 
“goofed” on this one by first adopting without 
dissent a resolution proposed by Dr. Louis H. 
Bauer, of New York, in which it was stated 
“the profession will render care according to 
the system it believes will be in pubiic interest 
and that it will not be a party to implementing 
(italics ours, Ed.) any system which is un- 
American and detrimental to the public wel- 
fare.” It was quickly realized by someone with 
sense that the import of the resolution was 
that of a strike, or boycott, by the medical 
profession against the Elder-care Bill, if the 
latter is passed. 

The House of Delegates had adjourned, 
but after a hasty search for its members, 
it was reconvened to “clarify ambiguities” 
and to eliminate a “serious error.” The 
resolution was promptly amended to read “and 
that it will not be a willing party to any system 
which we believe to be detrimental to public 
welfare.” This was passed. A much better 
wording to be sure. However, a little thought 
in advance could have eliminated ‘his mistake. 
Another attempt to conduct a poll of our na- 
tion’s 251,000 licensed physicians to see what 
their sentiment would be relative to the inclu- 
sion of doctors under Social Security was de- 
feated by a vote of 147 to 29. In conclusion, 
we would like to report that one of the most 
extraordinary exhibitions of “piousness’’ which 
it has ever been our good fortune to witness 
at a medical meeting occurred in the House 
in the discussion of the recommendation of 
the trustees of the A.M.A., that the interim 
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meeting of the A.M.A. be held in December 
1963, in Las Vegas, Nevada. Delegate after 
Delegate got up in protest, invoking home, 
mother, children, and the image of the doctor 
against holding the meeting in Las Vegas. Had 
we not witnessed and heard it, we would not 
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A. Sagittal section of the mediastinum to 


have believed it. Even the assurance by the 
Nevada Delegate that the Catholic Woman's 
Association, with we don’t remember how 
many thousands of members, met there with- 
out mishap did not change these foes of Evil. 
So to Portland, Oregon, we will go in ’63. 
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JOSEPH ARKIN, C.P.A. 


Under certain conditions the practicing physician can 


deduct expenses connected with postgraduate train- 
ing. Presented here is a concise explanation of what 
training expenses the doctor can or cannot deduct. 


F.. many years a fight has raged 
between taxpayers and the tax collector over 
the deductibility of educational expenditures. 

Foremost have been the efforts of school 
teachers to force the Commissioner of Internal 
Revenue to liberalize his regulations and 
interpretations of the Internal Revenue Code. 

With each successful case (Lillie Mae Green 
in the Tax Court, Clark S. Marlor in the Circuit 
Court of Appeals*) the door was opened for 
a more realistic treatment of expenses incurred 
for education. 

Recently a new set of regulations was issued 
for salaried individuals and for self-employed 
persons. They provide that expenditures made 
by a taxpayer for his education are deductible 
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if they are for education (including research 
activities ) undertaken primarily for the purpose 
of: 

© Maintaining or improving skills required 
by the taxpayer in his employment, trade or 
business. 

® Meeting the express requirements of a 
taxpayer's employer, or the requirements of 
applicable law or regulations, imposed as a 
condition to the retention by the taxpayer 
of his salary, status or employment. 

Expenditures made by a taxpayer for his 


* Robert S. Green and Lillie Mae Green 28 TC 135 
(1957); Clark S. Marlor 27 TC 624 (1957), sustained on 
appeal in the 2nd Circuit, Marlor v. Commissioner. 
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education are not deductible if they are for 


education undertaken primarily for the purpose . 


of obtaining a* new position or substantial 
advancement in position, or primarily for the 
purpose of fulfilling the general educational 
aims or other personal purposes of the tax- 
payer. 

Application 

How do these new rules apply to the 
self-employed physician? 

Dr. Smith, a general practitioner, takes a 
course of study in order to become a specialist 
in pediatrics. Dr. Jones, also a GP takes a 
two-week course reviewing developments in 
several specialized fields, including pediatrics, 
for the purpose of carrying on his general 
practice. 

Dr. Smith’s expenses are not deductible 
because the course of study qualifies him 
for a specialty within his profession. Dr. 
Jones’ expenses for his education and any 
transportation, meals, and lodging while away 
from home are deductible because they were 
undertaken primarily to improve skills required 
by him in his profession. 


Example 


The course taken by Dr. Jones is offered in a 
city which is 500 miles away from his home. 
His primary purpose in going to this city is to 
take the course, but he also takes a side trip 


to another city, 50 miles away, for one day, to 
do some sightseeing and to visit friends. 

His transportation expenses to the city where 
the course is given are deductible but his 
expenses for the “side tour” are not. Dr. Jones 
must also allocate his expenses for meals and 
lodging while away from home between his 
educational pursuits and his personal activities. 
Expenses incurred in sightseeing and visiting 
friends are personal and are not deductible 
to any extent. 


Different Purpose 


Let’s change the facts in the above case and 
see what happens. Now Dr. Jones’ primary 
purpose in going to the city where the course 
is given is to take a vacation. This is indicated 
by the fact that he spends only two weeks 
attending the course and devotes five weeks 
entirely to personal activities. 

Now none of Dr. Jones’ transportation 
expenses are deductible. Nor can he deduct 
expenses for meals and lodging while on his 
“five-week vacation.” He can deduct only the 
meal and lodging expenses incurred during the 
two weeks of the course. 

These rules and regulations are retroactive 
to the years 1954, 1955, 1956 and 1957. 
Claims for refund for educational expenditures 
incurred during these years but not deducted 
may be filed on Form 843 or by filing amended 
returns on Form 1040. 


Want to get away from it all? 


We prescribe an especially good form 


“\ of relaxation for the busy physician. 
ie See AFTER Hours, Page 61a 
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- After a night of deep, refreshing sleep —this is the promise of Noludar 300. One capsule at 
| bedtime acts quickly...eases your patient into sleep without pre-excitement, gives up to 6 or 
8 hours of undisturbed sleep without risk of habituation, without toxicity or even minor side 
effects. Try Noludar 300 for your next patient with a sleep problem. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 


brand of methyprylon 300-mg capsules 
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ANALYSES OF SELECTED ISSUES 


INVESTMENT INTERPRETATIONS 
. 
CURRENT BUSINESS TRENDS 


BY SPECIAL ARRANGEMENT 


STANDARD & POOR’S 


FROM COAST-TO-COAST 


Market interest in department store stocks 
has broadened, with the S. & P. index for the 
group recently at a new high for the year. 
Investor confidence undoubtedly has been 
heightened by the announced plans of several 
major department store organizations to enter 
the self-service, low markup field so as to meet 
competition from the growing number of 
discount houses. The favorable outlook for 
consumer spending, growing profitability of 
suburban branches, and other constructive 
factors contribute to expectations of rising 
earnings. 

Recessionary influences continued to restrict 
sales and profits of department stores during 
the first half of this year. Consumers generally 
reduced debt and increased savings. A reversal 
of this trend is expected as consumer confidence 
in the business outlook grows. Disposable 
income is rising; a year-to-year gain of about 
3.3% is expected for 1960, and tentative 
expectations are for a rise of about 4.4% in 
1962. 

Earnings during the seasonally important 
Fall and Christmas period are expected to run 
well above a year ago, when spending was 
restricted by the recession, particularly in 
industrial areas, as well as by unfavorable 
weather conditions. Volume should be aided by 
more flexible credit terms recently initiated. 
Increased profits contributions are expected 
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The world's foremost investment advisory service analyzes and 
projects business and market trends for Medical Times readers. 


DEPARTMENT STORE ISSUES WELL REGARDED 


Uptrend in consumer spending in prospect—Suburban units more 


profitable—Entry into discount field meets competitive threat 


from branches opened during the past two or 
three years. 

Current prospects point to somewhat higher 
current-year earnings for most of the larger 
department store organizations. The uptrend 
in consumer income, continued opening of 
suburban branches in new areas, and the 
broadening of merchandise activities to compete 
with the discounter all point to further earnings 
gains beyond the current year. 

During the 1950's, department stores had to 
cope with the shift of population to suburban 
areas, which adversely affected most large 
downtown units. Through substantial outlays, 
most of the major organizations have now 
developed a large suburban branch business 
with the full profits potential yet to be 
realized. 

In addition, a more aggressive approach to 
the rapid growth of discount department stores 
during the past two years is now expected. 
FEDERATED DEPARTMENT STORES is experi- 
menting at several locations, ALLIED STORES 
has formed a new division that will use the new 
mass merchandising techniques and May 
DEPARTMENT STORES is converting basement 
and other operations to self-service, with 
additional units planned. 

The better profits outlook for department 
store issues over the intermediate term does 
not as yet appear to be fully discounted, nor 
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POSITION OF STOCKS 


7 EARN. $ PER SH. 
1961 E1962 


*ISSUE 

ASSOCIATED Dry Goops .... 4.60 4.85 
FEDERATED Dept. Stores ... 1.92 2.00 
MARSHALL FIELD .......... 2.20 2.30 
May Dept. STORES ........ 3.11 3.30 
MERCANTILE STORES ....... 3.16 3.30 


INDIC. 1961 APPROX. YIELD 
DIVD.$ PRICE RANGE RICE 
3.00 5914-44 57 $3 
2.50 86% -69% 88 2.8 
1.10 49 -34% 46 2.4 
2.20 73% 74 3.0 
2.00 56% -44% 58 3.4 
1.40 39% -34 38 3.7 
2.20 55%2-44% 53 4.2 
71.65 39% -33% 37 4.5 
71.50 45%-37'2 48 


* All listed on New York Stock Exchange. E—Estimated. * Years ended Jan. 31. * Years ended 


July 31, 1960 and 1961. tIncl. extras. 


does the potential from ventures into the 
discount field, which could add substantially 
to sales over the next few years. Dividends are 
generally secure, with good returns still available 
on ALLIED STORES, MERCANTILE STORES and 
May. 

All of the tabulated companies have a 
measure of appeal at this time. ALLIED is taking 


steps to eliminate a number of unprofitable 
locations. Acquisitions as well as expansion 
will make for continued growth of ASSOCIATED 
and FEDERATED, GIMBEL, MAcy, May and 
MERCANTILE are expected to follow aggressive 
programs of branch development. MARSHALL 
FIELD and PENNEY are suitable for conservative 
accounts. 


STOCKS WITH STRONG DIVIDEND UPTREND 


An elite group whose record reflects strong earnings trend and sharing of growth 


The common stocks presented in this study 
are of special interest to the forward-looking 
investor. All have long records of uninterrupted 
dividend payments, but what is even more 
important, these payments have been increased 
numerous times since 1949 without any 
intervening dip. Thus, while meeting the test 
to secure, regular income, they also afford 
inflation-hedge characteristics not usually found 
in better-grade equities. 

As the accompanying chart shows, aggregate 
corporate dividend payments suffered mild 
setbacks in 1951 and 1958, ruling out as 
candidates a number of issues that otherwise 
might have qualified. Sluggish improvement so 
far this year has also been a factor. The selected 
companies have increased their payments ten 
times on average since 1949, and a number 
have already done so again this year. 

This record is a reflection of well-defined 
earnings uptrends and the practice of prompt 
sharing of increasing prosperity with stock- 
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holders. As a result, their owners have found 
these issues rewarding commitments, not only 
in terms of progressively higher yields based on 
original investment cost, but also in capital 
gains. 

On the basis of the sound position of these 
companies and their longer-range prospects, 
these trends should continue well into the future. 
It follows that the stocks should prove to be 
excellent holdings for the long run, with future 
dividend boosts compensating for the below- 
average yields prevailing in some instances. 

@ AMERICAN ELECTRIC POWER—This inte- 
grated holding company system operates in a 
seven-state area that has a promising growth 
potential. Aided by rising industrial sales, 
earnings for this year are estimated at $2.55 a 
share, compared with $2.46 in 1960. Longer- 
range prospects are highly promising, particu- 
larly since the parent may not have to sell 
additional stock during the 1960 decade. This 
augurs well for continuance of the policy 
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Angineered 
to perform 
a specific 


specifically designed to 
Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BENYLINe EXPECTORANT is formulated to 
provide effective relief of cough associated with 
colds or allergy. 


The outstanding antitussive action of BENYLIN 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,® 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. 


sooet 


function’ 


elp control cough 


BENYLIN EXPECTORANT is a pleasant-tasting, 
raspberry-flavored syrup...completely ac- 
ceptable to patients of al! ages. 

supplied: seNyLIN EXPECTORANT is available 
in 16-ounce and 1-gallon bottles. 

Each fluidounce contains: 80 mg. Benadryl 
Hydrochloride (diphenhydramine hydrochlio- 
ride, Parke-Davis); 12 gr. ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. Indicotions: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and coughs of allergic 
origin. Dosage: Adults—1 to 2 teaspoonfuls 
every three to four hours. Children—Ye2 to 
1 teaspoonful every four hours. Precautions: 
Products containing Benadry! should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 


as driving). 
PARKE-DAVIS 


PARKE, DAViS &4 COMPANY, 32, Michigan 
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LEDERLE INTRODUCES 
A NEW TRANQUILIZER 


HELPS THE 
PATIENT 
“BE HIMSELF’ 
AGAIN...CALM. 
YET FULLY 
RESPONSIVE... 
USUALLY 
FREE OF 
DROWSINESS 
OR EUPHORIA 
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Mephenoxalone Lederle 


TO RESTORE THE NORMAL 
PATTERN OF EMOTIONAL RESPONSE 


TREPIDONE Mephenoxalone is a new tranquilizer which has 


chemically distinct 
from previous tranquilizers 
shown the capacity to relieve mild to moderate anxiety and 
tension without detracting significantly from mental alertness. ode 
Treated patients have shown little tendency to become sleepy or 


—OCH,CH C=O 
detached from reality, or to experience euphoria as a result of 


the drug. They generally respond normally to everyday situa- 
tions .. . require fewer restrictions on activities, and tend to 
complain less frequently. 


Extensive trials have shown no habit-forming properties or 
adverse effects on withdrawal, even after long-term administra- 
tion. Complete information on indications, dosage, precautions 
and contraindications is available from your Lederle repre- 
sentative, or write to Medical Advisory Department. LEDERLE LABORATORIES 
Average adult dosage: One 400 mg. tablet, four times daily. Supplied: A Division of AMERICAN CYANAMID COMPANY 
Half-scored tablets 400 mg. TREPIDONE Mephenoxalone, bottle of 50. Pearl River, New York 
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of liberalizing dividends annually. Payments 
recently were at the rate of $0.47 quarterly, 
which is double the rate in effect ten years ago. 
The stock is an attractive commitment for the 
conservative investor interested in longer-range 
capital gains, plus good possibilities for 
gradual improvement in income. 


@ EasTMAN Kopak—Largely through strong 
emphasis on research and development of new 
products and continuing expansion of plant, 
this company has maintained its pre-eminent 
position in the photographic field and at the 
same time emerged as an important factor in 
synthetic textile yarns and plastics. Sales have 
been in a steady uptrend for many years. 
Another peak is looked for this year. Earnings 
for 1961 may not match the $3.30 a share of 
1960, largely reflecting indications of continued 
softness in textile markets. This should be only 
a temporary interruption of the growth pattern, 
however, and prospects for 1962 and beyond 
remain bright. Dividends, increased every year 
since 1950, were recently $0.50 quarterly, with 
another year-end extra ($0.25 in 1960) a good 
possibility. The investment grade common is 
highly regarded for long-range purposes. 


@ McGraw-HILt PUBLISHING, the largest 
publisher of trade journals, is also strongly 
represented in the textbook field, where it is 
the leader in technical and scientific texts. Sales 
have nearly doubled in the past decade, 
and earnings have shown even more pro- 
nounced growth. Operations have recently been 
broadened by the acquisition of F. W. Dodge 
Corp., a large publisher of construction news 
and statistics. Operating results thus far in 1961 
have been depressed by a sharp decline in 
industrial advertising in the company’s trade 
magazines — a condition which, although 
expected to improve in coming months, is likely 
to hold 1961 profits at around $1.12 a share 
of 1960 (adjusted for the 3-for-1 split). With 
the exception of 1958, dividends have been 
raised in every year since 1951, the recent 
$0.15 quarterly rate having been established 
following the recent split. The shares are 
attractive for participation in an important and 
growing field. 


@ SHAMROCK Olt & Gas, a moderate sized 
but low-cost and efficient integrated unit based 
in the Texas Panhandle, operates as a refiner 
and marketer, also emphasizing oil and gas 
exploration. The two natural gas processing 
plants, backed by owned gas reserves of 
probably over 2 trillion cubic feet, place the 
company in a strong gas liquids position. Sales 
of natural gas from the newly developed 
Ochiltree and Hansford County properties 
should add to revenues in the second half of 
1961 and early 1962. Earnings in the fiscal 
year to November 30, 1961, may well approach 
the $2.40 a share of fiscal 1960 (which included 
$0.18 non-recurring) adjusted for this year’s 
25% stock dividend. The recently increased 
$0.37¥% quarterly dividend is secure, and the 
stock has a considerable degree of attraction 
for growth and satisfactory return. 


@ VirGiINIA ELectric & PowER—This 
electric utility, serving most of Virginia and 
small sections of adjacent North Carolina and 
West Virginia, has benefited from the well- 
diversified industrial economy of the area and 
an expanding residential load. Reflecting the 
steady influx of industrial customers into the 
territory, revenues and earnings have been 
growing at an above-average pace. With profits 
demonstrating a steady up-trend and expected 
to reach $2.05 a share in 1961, compared with 
$1.86 in 1960, it is reasonable to anticipate that 
the practice of liberalizing dividends annually 
will be continued. The most recent increase in 
March this year placed the stock on a $1.30 
annual basis. At recent prices, the issue offers 
a yield of only 2.2%, but it is a sound commit- 
ment for the long pull. 


@ WiINN-DixiE Stores has been able to 
increase its dividend each year since 1949 as 
the result of aggressive expansion and steady 
earnings growth. Payments are made monthly 
with the rate recently increased to $0.07 a 
share, from $0.06; the next increase is expected 
in mid-1962. The company operates one of the 
larger grocery chains, with annual sales of about 
$765,000,000, up from $164,900,000 in 1951. 
Earnings for the fiscal year ended July 1, 1961 
are estimated at $1.30 a share, a new peak, and 
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3-year-old child with severe impetigo, pretreatment 9 days later, post-treatment (FURACIN- HC Testa t.id.) 


FOR BROADER TREATMENT OF INFLAMMATORY SKIN DISORDERS, BOTH 
ACUTE AND CHRONIC, WHERE INFECTION IS PRESENT OR IMMINENT 


FURACIN-HC CREAM 


trofurazone 0.2 nd hydrocortisone ac Eaton 


ESPECIALLY USEFUL FOR THE TREATMENT OF INFLAMMATION, ERYTHEMA 
AND PRURITUS AS WELL AS INFECTION IN SUCH CASES AS PYODERMAS, 
FURUNCULOSIS AND SECONDARILY INFECTED DERMATOSES 


Furacin-HC Cream combines the anti-inflammatory and antipruritic effect of 
hydrocortisone with the dependable antibacterial action of FURACIN—the most 
widely prescribed single topical antibacterial. Exclusively for topical use, 
FURACIN retains undiminished potency against pathogens such as staphylococci 
that no longer respond adequately to other antimicrobials. FURACIN is gentle, 
nontoxic to regenerating tissue, speeds healing through efficient prophylaxis or 
prompt control of infection. 


FurACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Vanishing- 


cream base, water-miscible. &) 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N. Y. 
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a further rise is expected in 1961-62. The stock 
is selling at a liberal price-earnings ratio, but 
the strong underlying growth trend is expected 


to be maintained and dividends at about 50% 


of earnings, may continue to be lifted each 
year. 


“SHELL” HOUSING GROWING FAST 


Major Impetus Provided by Credit Financing—Sales Growth Ac- 
companied by Keener Competition—Reviews of Industry Leaders 


The development and rapid growth of a new 
concept in home construction called “shell” 
housing has attracted increasing interest in the 
financial community. The public sale of shares 
of JIM WALTER CORPORATION, the industry 
leader, has been followed by a succession of 
offerings of smaller companies. Finally, a 
major producer of building supplies (CERTAIN- 
TEED PropucTs Corp.) entered the field this 
year with a program of packaged homes sold 
through franchised dealers. This might prove 
to be the forerunner of an industry trend 
toward the integrated manufacture of housing 
from raw materials to completed structures. 

The “Shell” House—The concept of the 
shell house has existed at least since World 
War II, but the major growth of the industry 
has occurred since 1955. Last year the indus- 
try sold an estimated 60,000 houses of this 
type, and in 1961 it is estimated that the total 
will approach 100,000, up 67%. 

The industry operates as follows: a basic 
house is finished on the outside (including 
windows, doors, painting, etc.) and sold for 
$1,000 to $3,000 or higher; the buyer com- 
pletes the house by installing plumbing, elec- 
trical circuitry, and plasterboard. Thus, much 
of the costly labor involved in house finishing is 
done by the purchaser at a substantial cash 
saving. 

The shell house differs materially from the 
prefabricated variety in which sections are 
factory constructed and delivered ready for 
assembly. In shell housing only certain parts, 
such as windows, doors, and frames, are manu- 
factured to order, and the basic lumber is gen- 
erally delivered on site by local suppliers. The 
compaay then contracts with a local carpenter 
to construct the house at a fixed price (gen- 
erally $300 to $400) with limited supervision 
by a local manager. Gross profit margins have 
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been running 30% or more for some of the 
companies with strong cost control. 

Industry Trends—The outstanding growth 
of this industry during the past five years (best 
indicated by the record of Jim WALTER Corp.) 
has resulted largely from the fact that financ- 
ing for this type of housing has become avail- 
able. Standard mortgage financing was not 
obtainable for incompleted housing. Accord- 
ingly, the companies selling shell houses began 
arranging commercial consumer type financing. 
The downpayment for the house consists of 
the property, which must be owned free and 
clear by the house buyer, plus 5% of the cash 
price, although in many instances the land 
alone is considered to be sufficient. Paymenis, 
including interest charges of 6% on the initial 
balance, are made in monthly instalments over 
four to seven years. Despite heavy financing 
charges, monthly payments generally are less 
than rents being paid for substandard housing, 
and the buyer has the satisfaction of knowing 
that he will eventually own his home free and 
clear. 

Some companies, notably JIM WALTER 
CorP., have been able to carry an expanding 
mortgage portfolio with the help of bank credit 
and other institutional funds. Other companies 
have discounted mortgages to finance compa- 
nies. The credit experience has been good and 
the number of foreclosures small. Moreover, 
since the buyer has usually raised the value of 
the property through internal improvements, 
losses on resale are even less common. 

It is evident from the growth of the industry 
to date that a substantial and previously un- 
tapped market for low-cost housing exists in 
this country, particularly in rural areas where 
building codes are nonexistent and land is 
cheap. One major shell housing builder has 
estimated that, of a population totaling 56 mil- 
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“just right” relief from pain 
...e it subtle or severe 


The need for relief of suffering can be met effi- 
ciently and with a high degree of safety with 
the ‘Empirin’ family of analgesics...carefully 
graded to give the proper degree of analgesia 
for each degree of pain. 


headaches, colds and fever 


‘EMPIRIN’ COMPOUND" 


Acetophenetidin 
Acetylsalicylic Acid 
Caffeine 


‘TABLOID’ 


‘EMPIRIN’ COMPOUND" 


WITH 


CODEINE PHOSPHATE 


CODEINE PHOSPHATE — gr. y,NO. 
CODEINE PHOSPHATE — gr. % No. 
CODEINE PHOSPHATE — gr. ¥% No. 


CODEINE PHOSPHATE — gr. 1 No. 4 


*Subject to Federal Narcotic Regulations. 
Available on oral prescription where 


Bra state law permits. 
=e 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 
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POSITION OF STOCKS 
EARN. $ PER SHARE INDIC. +1961 
*ISSUE 1960 E1961 DIVD. $ PRICE RANGE PRICE RATIO 
CERTAIN-TEED Propucts .... 1.24 2.00 0.60 64144-20% 55 26.5 
LeEDs HoMEs 0.49 1.00 Nil 16 -12 14 14.0 
U.S. SHELL HOMES 70.52 71.50 Nil 30 -13 25 18.0 
WALTER (JIM) Corp. ....... *2.28 *2.50 0.80 60 -46 49 19.0 
* Traded over the counter except Certain-teed Products, which is listed on New York Stock 


Exchange. E—Estimated. ¢ Based on estimated 1961 earnings. ‘ Years ended February 28, of follow- 
ing year, computed on 500,000 shares in 1960 and 900,000 in 1961. * Years ended Feb. 28, of follow- 


RECENT $P-E 


ing year. * Years ended Aug. 31. * Approximate bid prices for unlisted issues. 


lion people in i4 southern states, 25% is of 
the rural nonfarm category, the most active 
market for this type of housing. A substantial 
proportion of this group does not yet own 
homes. Moreover, the concept of shell hous- 
ing is beginning to find acceptance in northern 
states, such as Ohio and Pennsylvania. Also, 
several shell housing companies have begun to 
exploit a potentially large market for “second 
home” vacation and retirement quarters. 

Investment Potentials—The shell housing 
industry has made a constructive contribution 
to housing in this country, and its potential for 
further growth is good. The problem of select- 
ing individual investments within the industry, 
however, is less easily answered. There has 
been a rapid expansion in the number of shell 
housing companies. Trade sources estimate 
that over 200 firms are presently in the field, 
although the number with multiregional repre- 
sentation is limited to some 20 companies cov- 
ering principally the southeastern United 
States. 

Several developing industry trends will have 
a bearing on the long-run investment potential 
of individual companies. Competition for sales 
is becoming more intense as the multiregional 
operators open new sales offices at rapid pace. 
For example, LEEDS Homes has expanded the 
number of its sales offices from 20 to 40 since 
December, 1960, and expects to have between 
55 and 60 in operation by the year end. With 
competition increasing, advertising budgets are 
rising and the quality of houses being offered 
is on the upgrade. 

Furthermore, CERTAIN-TEED, a building ma- 
terials producer, has entered the field. This 
company has signed up over 400 franchised 


dealers, and its sales have reached an annual 
rate of 10,000 completions. It has, in effect, 
become the first fully integrated manufacturer 
of housing in this country—being able to offer 
raw materials, finished parts, financing, and 
semi or fully completed structures. Other large 
manufacturers of building materials, such as 
JOHNS-MANVILLE, are reported to be studying 
the market, and the prefabricated housing in- 
dustry is becoming more active. In addition, 
several aluminum producers have done consid- 
erable development work in the use of alumi- 
num for house construction. Also, there is the 
possibility of eventual mergers between shell 
housing companies (which are principally dis- 
tributing organizations) and producers of build- 
ing materials. 

With respect to the financing of shell hous- 
ing, the credit experience has been good, and 
finance companies are actively seeking mort- 
gages of this type. It is possible that the pro- 
posed Federal housing program, which would 
make FHA mortgage funds available on low 
down payments and 35-40 year terms, would 
increase the tendency toward upgrading of shell 
housing to a point acceptable for conventional 
financing. 

Thus, as with any industry going through a 
period of rapid growth and subject to changing 
external influences, it is difficult to offer spe- 
cific investment recommendations. Several 
companies are discussed in the following para- 
graphs. It would appear that Jim WALTER 
Corp. is the strongest company both from a 
merchandising and financing point of view. 
However, LEEDS HOMES may be growing cur- 
rently at a faster rate. We would recommend 
that investors seeking representation in this 
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PATIENTS WITH 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCl 


Two Pyridium tablets t.i.d. relieve the pain 
of urinary infection in only 30 minutes. Dur- 
ing the first 3 to 4 days of therapy, Pyridium, 
prescribed along with any antibacterial of 
your choice, will make your patient comfort- 
able until the antibacterial reduces inflam- 
mation and controls the infection. 


AVERAGE DOSE: Adults—2 tablets t.i.d. Children 9 to 
12 —1 tablet t.i.d. suppiiep: 0.1 Gm. tablets, bottles of 


50. PRECAUTIONS: Pyridium is con- me 


MORRIS PLAINS, ma 


traindicated in patients with 
renal insufficiency and/or severe 
hepatitis. Full dosage information, 


available on request, should be 
consulted before initiating therapy. 
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GUIDE FOR INVESTORS 


Based on recommendations of the 
Securities and Exchange Commis- 
sion in cooperation with the New 
York Stock Exchange, American 
Stock Exchange, National Associa- 
tion of Securities Dealers and others. 


1. Think before buying, guard 
against all high pressure sales. 


2. Beware of promises of quick 
spectacular price rises. 


3. Be sure you understand the 
risk of loss as well as prospect of 
gain. 


4. Get the facts —- do not buy 
on tips or rumors. 


5. Give at least as much thought 
when purchasing securities as you 
would when acquiring any valuable 


property. 


6. Be skeptical of securities 
offered on the telephone from any 
firm or salesman you do not know. 


7. Request the person offering se- 
curities over the phone to mail you 
written information about the cor- 
poration, its operations, net profit, 
management, financial position and 
future prospects. 


field apportion their funds between these two 
issues. 

CERTAIN-TEED PRopUCTs is the second 
largest producer of asphalt roofing and also 
makes sash, doors, and other semi-finished 
building materials. A wholly-owned subsidiary, 
Institute for Essential Housing, has been selling 
a line of shell homes with financing made 
available through C.I.T. Financial Corp. Sales, 
made directly and through some 400 franchised 
dealers, have reached an annual rate of 10,000 
at an average price of $5,600. Thus, the com- 
pany has in effect upgraded the shell concept 
to compete with standard builders. A rights 
offering of one share for each fifteen held is 
scheduled. Earnings for 1961 on standard 
operations should approximate $1.50 a share 
against $1.24 in 1960. IEH could add an 
additional $0.50 per share after heavy initial 
expenses. The shares offer long-term appeal. 

Leeps Homes, based in Knoxville, Ten- 
nessee, operates over 40 sales offices in 11 
Southeastern states against only 20 in opera- 
tion last December. It sold some 2,000 homes 
in the fiscal year ended February 28, 1961, 
and should more than double this total to an 
estimated 5,000 homes in fiscal 1961-62. Fur- 
ther expansion into Ohio, Pennsylvania, and 
West Virginia is planned, and the company 
expects to have between 55 and 60 sales offices 
in operation by the year end. With the help 
of a recent public financing, the company has 
now begun to carry a portion of its own con- 
tracts, whereas previously they have been dis- 
counted to finance companies. Earnings for 
1961-62 should approximate $1 per share 
against $0.49 in 1960-61 on fewer shares out- 
standing. Based on the company’s record and 
current rapid growth, the shares offer outstand- 
ing speculative appeal for capital appreciation. 

U. S. SHELL HoMes—Following the sale of 
debentures and stock in December, 1960, U. S. 
Shell Homes undertook an ambitious expansion 
program. Sales offices have been expanded 
from 10 to 24 currently, and the company 
expects to have over 40 in operation by the 
end of this fiscal year (February 28, 1962). 
Sales should accordingly show a sharp increase 
over the $2.7 million in fiscal 1960-61, when 
the company earned $0.52 per share. More- 
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this is where coughs often end 


Colds and contagion may find free expression with active in- 
door groups. When coughs result, let Robitussin take a hand. 
This safe, sure, pleasant-tasting antitussive helps end coughs 
by increasing the patient’s respiratory tract fluid output. 
RTF volumes nearly 200% over normal have been recorded 
in animal studies with glyceryl guaiacolate. Increased RTF 
benefits most coughers because it loosens, and helps bron- 
chial and tracheal cilia remove, irritating mucus and sputum. Ounces { 
A Robitussin-treated cough then, is never abruptly or tem- “ : 
porarily suppressed, but ends itself naturally by becoming ROBITU SIN 


more productive. Robitussin® is glyceryl guaiacolate, 100 mg. Boch 5 cc. (1 teaspoonful) contains: 
per 5 cc. dose; Robitussin® A-C adds prophenpy-  _ 100.0 mq 


ridamine maleate 7.5 mg., and codeine phosphate 
10.0 mg. per 5 cc. dose (exempt narcotic). 


In a palatable aromatic syrup 
Expectorant — Antitussive 

sted in the treatment of cough due to colds 
sAdults—1 teaspoonful every three to four hon 
Phiidren—2 to 6 years, one-fourth of the adult de 
—6 to 12 years, one-half of the adult dor 

: —Under 2 years, use as directed by phyam 
cough may indic.te the presence of ssem 
with such a cough or high fever should ate 
except as directed by « physician. 


VIRGINIA 


A. H. ROBINS COMPANY, INC. « RICHMOND 20, VIRGINIA 
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twice 
the 
muscle 
relaxant 
potency | 
for greater 
Of pain ¥ 


NEW PARAFON 


Combining a superior skeletal muscle relaxant? with a preferred musculoskeletal analgesic,* new 
PARAFON FORTE rapidly relieves both pain and muscle stiffness in low back disorders. Thus, the effective 
dual action of PARAFON FORTE increases the patient’s range of motion and hastens recovery. PARAFON 
FORTE is equally effective in other musculoskeletal disorders, such as myositis, whiplash injuries, strains or 
sprains, and fibrositis. Side effects are rare, almost never require discontinuation of therapy. 
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PARAFLEX® Chlorzoxazone’ 250 mg. 


TYLENOL® Acetaminophen 300 mg. 


Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets, imprinted ““MCNEIL,” bottles of 50. 


References: (1) Settel, E.: Clin. Med. 6:1373, 1959. (2) Peak, W. P, and Smith, R. T.: Penn. Med. J. 63:833, 1960. (3) Mayle, F. C.; Sullivan, P D., and 
Auth, T L.: Med. Ann. D, C. 28:499, 1959. (4) Roth, J. L. A.: Med. Clin. N. Amer. 4/:1517, 1957. (5) Batterman, R. C., and Grossman, A. J.: J.A.M.A. 
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McNEIL LABORATORIES, INC., Fort Washington, Pa. 
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over, finance operations by its wholly owned 
Dixie Acceptance Corp. have been upgraded, 
and this subsidiary should eventually make an 
important contribution to profits. Despite heavy 
nonrecurring expenses in connection with 
branch openings, earnings for fiscal 1961-62 
could approach $1.50 a share on an average 
$375,000 shares outstanding. The stock offers 
an interesting speculative potential. 

WALTER (JIM) CorpP. pioneered the devel- 
opment of shell housing and is today the larg- 
est company in this field. It operates some 
120 sales offices in 20 states and sold 13,500 
homes in the year ended August 31, 1960 
(against only 3,000 homes in 1956). The 


company carries its own mortgage portfolio 
which is approaching $100 million and which 
will eventually contribute importantly to earn- 
ings. A $20 million debenture financing sched- 
uled shortl, will strengthen the company’s 
finances and permit further expansion of the 
mortgage portfolio. Earnings for the fiscal year 
ended August 31, 1961, were estimated at $2.50 
per share on the full capitalization, compared 
with $2.28 in 1959-60. Dividends are con- 
servative at $0.20 quarterly. Based on its 
strong financing operation and excellent mer- 
chandising record, the shares offer good value 
for long-term representation in the shell hous- 
ing industry. 


REPORT FROM WASHINGTON 


@ UNEMPLOYED WOMEN—The sharp rise 
in unemployment among women has led to 
speculation that this reflects to a major degree 
entry into the labor force of housewives whose 
husbands are currently unemployed. The corol- 
lary is that these women would stop looking 
for work as soon as the breadwinner finds a 
job, and that this could accelerate the shrink- 
age of over-all unemployment as the economy 
recovers. Detailed data on the marital status 


of the unemployed fails to bear out this think- 
ing. The ratio of jobless married women to 
total unemployment in March was about the 
same as a year earlier, and the number whose 
husbands were also unemployed was minor, 
with little change shown over the years. The 
fact remains, however, that in April, when 
male employment rose by 439,000, some 315,- 
000 women withdrew from the labor force, 
according to Government statistics. 


STOCKS IN THE LIMELIGHT 


COLUMBUS & SOUTHERN OHIO ELECTRIC was 
active on the upside recently, reflecting an 
announcement that the company had settled 
its rate problems on a satisfactory basis. The 
Ohio PUC granted the full increase in tariffs 
sought by the company in its southern service 
area, which will add about $1,000,000 to 
annual revenues. This will practically offset the 
rate reduction negotiated with the city of 
Columbus designed to save consumers slightly 
more than $1,000,000 per year. The company 


The information set forth herein has been obtained 
from sources believed to be reliable, but its accuracy 
and completeness are not guaranteed. 

Becauss of the time-lag created by the mechanics of 
magazine publishing, investors should consult daily papers 
for the latest prices. 
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also expects in due course to make the new 
Columbus rates applicable throughout the rest 
of Franklin County, which will make for an 
over-all cut of about $1,400,000 on an annual 
basis. 

Allowing for the 3% Ohio gross receipts tax 
and the 52% Federal income tax, the net effect 
of the over-all rate adjustments will be to reduce 
annual earnings approximately $0.08 a share, 
based on the number presently outstanding. 
Since the rate increase became effective on 
July 26 and the cut in tariffs is scheduled for 
September 1, earnings this year will be little 
affected by these changes. 

Thus, profits are still estimated at around 
$3.10 a share, after allowing for the anticipated 

Continued on page 126a 
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sale of 150,000 additional shares later in 1961. 

At about 64 (N.Y.S.E.), the stock is reason- 
ably priced in relation to recent earnings and 
affords a 3.1% yield from the recently-increas- 


ed $2 annual dividend. Since longer-range pros- 
pects are enhanced by the fact that no additional 
equity financing may be required for the next 
six years, purchases are again recommended. 


OIL EARNINGS OUTLOOK FAVORABLE 


Better product prices, more effective operations aided first-half 
improvement—Further profits rise seen for most companies 


Extending the profits comeback that has 
been under way since 1959, most oil com- 
panies were able to post relatively good earn- 
ings gains in the first half of this year. The 
improvement was achieved despite a lag in 
product demand. Based on the likelihood of 
some betterment in gasoline consumption dur- 
ing the second half, and on the expectation that 
the price structure will hold around current 
levels, most segments of the industry should 
be able to realize earnings improvement for 
1961 ranging between 5% and 10%, a rela- 
tively good showing. 

Domestic demand for petroleum products in 
the first half of 1961 lagged a little behind 
the modestly improved rate of the year earlier 
period. Nevertheless, abnormally cold weather 
experienced in the northern areas of the coun- 
try in the early months brought heating oil 
stocks into better balance and had a beneficial 
effect on the price structure. Refinery runs 
became fairly excessive during the first quarter 
of 1961, but product price realizations held 
above the depressed levels of 1960. 

Refinery activity was curtailed in April and 
May to a level more closely in relation to de- 
mand. During June, throughput for domestic 
consumption was disrupted by the work stop- 
pages during the maritime strike. Four refin- 
eries of SINCLAIR, for example, were partially 
shut down. If unduly high refinery runs can 
be avoided, inventories should remain in satis- 
factory balance. 

Industry sources expect about a 2%-3% 
increase in demand, year-to-year, in the second 
half of 1961. 

This estimated rise, which appears reason- 
able, would be on top of generally rising 
demand during the 1960 period, and would 
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have a bolstering effect on price realization 
and profit margins. 

Viewing the domestic markets more broadly, 
curbs on imports, as well as stringent proration- 
ing in certain states, notably Texas, continue 
as major elements of support for the price 
structure. Despite some hardships in individ- 
ual instances, the curtailment of imports can 
be expected to aid in maintaining relatively 
stable domestic crude and product prices. 

The domestic integrated oils as a class prob- 
ably stand to realize the best profits improve- 
ment in 1961, as compared with the fairly re- 
tarded experience of 1960. Among companies 
in this category, PHILLIPs, CITIES SERVICE, 
ATLANTIC REFINING and TIDEWATER should 
realize notable betterment in earnings. COoN- 
TINENTAL O1L probably will show less im- 
provement, essentially because of its ultra- 
conservative accounting, with all drilling ex- 
penses charged off as incurred. The company’s 
stepped-up drilling has an adverse effect on 
reported profits. 

SINCLAIR should be able to increase its profits 
by a good percentage, since recent settlement 
of its refinery workers’ strike involved no in- 
crease in wages paid. RICHFIELD has been hurt 
by price wars in the California markets with 
three other companies—HUMBLE (SONJ), 
CONTINENTAL and GULF OIL—now expanding 
in the area. However, the price war ended in 
May and a more satisfactory structure is ex- 
pected. 

The crude producers are faced with the least 
dynamic outlook for profits betterment. In many 
instances, such as TEXAS PACIFIC COAL & OIL, 
little, if any, improvement in earnings is ex- 
pected in 1961. Severe prorating is the main 
reason. Several in this division are working on 
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3.5 mg. neomycin (from sulfate) and 50 mg. sodium propionate per cc. 
Antibiotic /Antifungal EAR DROPS 
“,.-Better results than ever before...”" in | placebo 
OTITIS EXTERNA & CHRONIC OTITIS MEDIA | [cas 


4. 


Aspergum 
SOOTHES SORE THROATS 
Available in handy pocket-packs of 16 and bottles of 36. 


- controls infection - reduces exudation + stops pruritus 
+ physiologic pH + relieves pain - does not distort otic 
landmarks + virtually nonsensitizing and nonirritating 


Avaitable in 15 cc. dropper bottles. 
(ee G. W.: Postgrad. Med. 22:501 (Nov.) 1957 


WHITE LABORATORIES, INC./ Kenilworth, New Jersey 
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ANTI-INFLAMMATORY/Antibiotic/Antifungal Sterile EAR DROPS 


Physiologic pH 

Effective relief in 82% of 3334 cases" of external otitis, chronic otitis media 
and chronic mastoiditis with otorrhea. FORMULA: Prednisolone acetate, 5 mg., 
neomycin (from sulfate), 3.5 mg. and sodium propionate, 50 mg. per cc. Available in 
5 cc. bottles with “steri-sealed” dropper “Case reports on file, White Laboratories, Inc. 


PROTECTS AGAINST SECONDARY HEMORRHAGE 

FOLLOWING TONSILLECTOMY 

« reduces local postoperative pain and 
muscle spasm 

+ speeds resumption of normal diet by 


lessening postoperative discomfort 
Granbery, 


chewing gum troches 


For oropharyngeal infections... 
“A BACTERIOSTATIC 


BATH’”’’ Releases 4 soothing flow of 
saliva that bathes sere throats with 
effective antibioti¢ and analgesic 
medications. Nonirritating and virtu- 
ally nonsensitizing. Always a useful 
adjunct to systemic therapy. 
FORMULA: Each troche contains Neomycin, 
3.5 mg. Gramicidin, 0.25 mg., and Propesin, 
2.0 mg. Available,in packages of 10 and 20. 


Cand Beatous, WP: EENT. Mo, 36294 ay) 1957, 


WHITE LABORATORIES, INC./ 
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deals to merge or be taken over. Government 
rulings on tax treatment of oil property sales 
are awaited to clarify sales prospects in this 
division. However, the group is still interesting 
fer long-range buildup of assets in the 
ground, through use of large self-generated 
cash flow. 

The so-called internationals, with large inter- 
ests outside the U. S., are expected to realize 
profits increases ranging from 5% to 10%. 
Socony MosiL, aided by drastic expense cut- 
ting in the past two years, may realize a 
sharper rise. GULF is benefiting from increased 


profitability of its domestic operations. STAND- 
ARD O1t (NEW JERSEY) is incurring unusual 
expense in its domestic expansion of market- 
ing, but this activity should bring better bal- 
ance. Profits prospects for TEXACO remain ex- 
cellent, and STANDARD OF CALIFORNIA simi- 
larly will realize higher earnings. 

A few in the industry have increased divi- 
dends, based on the expected higher plateau 
of earnings. PHILLIPs is one that could increase 
its cash payment or pay a stock extra. Con- 
servatism with respect to dividends will remain 
prevalent, however. 


FROM COAST TO COAST 


Reflecting adverse effects of a five-week 
strike at the Sidney, Ohio plant, earnings of 
COPELAND REFRIGERATION in the fiscal year 
ending September 30, 1961 may be no more 
than $2.25 a share, compared with $2.50 in 
1959-60. With a new three-year labor contract 
in hand, the company expects the uptrend in 
earnings to be resumed over the medium term. 


Heavy research and development expenditures 
may result in a modest dip in profits for 
CrousE-Hinps this year, from the $2.24 a 
share of 1960, but some increase in the con- 
servative $1 dividend is believed possible. . . . 

Earnings of SUNDSTRAND CorpP. this year will 


be well under the $1.23 a share of 1960 as a 
result of unexpectedly heavy costs encountered 
in development of a 120 KVA drive for the 
B52H bomber. The $0.25 quarterly dividend 
cannot be taken for granted. 

The $0.50 quarterly dividend on KopPErs 
Co. common is quite secure; although, earn- 
ings this year may dip to around $2.75 a share, 
from $3.06 in 1960. Price cuts in plastics and 
smaller billings of the Engineering & Construc- 
tion Division will be the primary factors. While 
the backlog has risen to around $172 million, 
it is not evenly spaced, with one big order 
stretching over the next four years on delivery. 


LOCKHEED DIVIDEND RESUMPTION SEEN 


Record sales in the neighborhood of $1.4 
billion are indicated for 1961, up 5% from 
last year. The large Polaris program and the 
various Agena satellite projects are expected 
to account for over half of total volume. While 
domestic orders for the F-104 have pretty well 
run out, foreign business for this plane will be 
building up steadily and stepped up output of 
the C-130 prop-jet cargo plane should more 
than offset the loss of civilian business. Recent 
winning of the design competition to develop 
the C-141 turbo-jet cargo plane offers impor- 
tant potentials; the more than 100 units in- 
volved will cost around $1 billion, with first 
operational deliveries scheduled for late 1964. 
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The Electra modification program is now com- 
pleted, at a cost materially below original pro- 
jections. While the company faced a number 
of damage suits, insurance protection is sizable 
and in some cases engine manufacturers may 
share liability. Earnings for 1961 are expected 
to be around $3.25 a share, contrasted with a 
deficit of $5.80 last year; when big write offs 
were taken and a substantial further gain is 
likely in 1962. Cash dividends, omitted since 
early 1960, are likely to be resumed later this 
year. At about 49 (N.Y.S.E.), the stock re- 
mains a favored speculation in the aircraft 
group. 

Continued on page 134a 
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throughout your medical practice 
to help patient after patient 


PHENERGAN 


| 
| 


when your patients need 
prompt relief of symptoms... 


PHENERGAN' 


HYDROCHLORIDE 
Promethazine Hydrochloride 
N-(2’-dimethylamino-2’-methy]) 


ethyl phenothiazine hydrochloride 
Liyeth 


fear and 
apprehension 


Calms fears in situations of medical stress. 


In insomnia, PHENERGAN produces a light sleep. 


INJECTION 


PHENERGAN’ 


HYDROCHLORIDE 


Promethazine Hydrochloride 
N-(2’-dimethylamino-2’-methyl) ethyl 
phenothiazine hydrochloride 


| motion 
sickness 


For further information on limitations, 
administration and prescribing of PHENERGAN, 
see descriptive literature or current 


Direction Circular. 
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HYDROCHLORIDE Promethazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP SUPPOSITORIES 


allergic 
reactions 


SYRUP 


PHENERGAN" 


nausea and HYDROCHLORIDE 


ene 6.25 mg./5 ce. 
vomiting 


yl) 
ethyl phenothiazine hydrochloride 


RECTAL SUPPOSITORIES 


PHENERGAN’ 


HYDROCHLORIDE 


Promethazine Hydrochloride 
N-(2’-dimethylamino-2’-methyl) ethyl 
phenothiazine hydrochloride 


‘yt th 


SERVICE 
TO 
j|EDICINE. 


Wyeth Laboratories Philadelphia 1, Pa. 


(VOL. 89, NO. 9) SEPTEMBER 1961! 


Wijeth 
I3la 


PHENERGAN 


EXPECTORANT 
WITH CODEINE 


Promethazine [N-(2'-dimethylamino-2’- 
methyl) ethyl phenothiazine] expectorant 
with codeine 


quiets 
the cough 


calms 
the patient 


by four beneficial actions: 


expectorant 
antihistaminic 
sedative 

topical anesthetic 


non-narcotic antitussive for children... 
provides the effect but not the side-effects 
of codeine 


Pediatric 


PHENERGAN’ 
EXPECTORANT 


Promethazine Expectorant with Dextromethorphan, Wyeth 


*also comes PLAIN (WITHOUT CODEINE) 
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SYRUP 


HYDROCHLORIDE 25 mg./5 ce. 


FORTIS 


Promethazine Hydrochloride 
(4 times U.S.P. strength) 


when children 
are sick 


provides rest 
relieves irritability 
controls nausea and vomiting 


For further information 
on limitations, admin- 
istration, and prescrib- 
ing of PHENERGAN 
Expectorants and 
Syrup PHENERGAN 
Fortis, see descriptive 
literature or current 
Direction Circular. 


Wyeth Laboratories MEDICINE 
Philadelphia 1, Pa. 
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INVESTING— Continued 


BOND STORES IN SUBURBAN EXPANSION 


The company is continuing its emphasis on 
store openings in suburban shopping centers. 
Plans call for approximately 10 new stores a 
year with special attention being directed cur- 
rently to the South and Southwest. Costs of 
this expansion, as well as changes in policy 
that include less frequent promotions, affected 
results in the fiscal year ended July 31, 1961. In 
the first half, earnings dipped to $0.90 a share, 
from $1.21 a year earlier, and may have eased 
a little more in the seasonally slack second 
half. These special factors, however, should 


begin to pay off in terms of better margins 
some time in the new fiscal year, and this, 
together with the fact that the company’s 
1960-61 accounting period embrace the major 
part of the general recession, suggests that 
profits betterment is in store. Although it 
apparently was not earned in the past year, 
the $0.31% quarterly dividend should be con- 
tinued at least over the near term in view of the 
anticipated improvement in results. The shares 
recently at $.21 (N.Y.S.E.) are speculative, but 
may be held for later recovery possibilities. 


REPORT FOR PHYSICIAN INVESTORS 


@ FEDERAL RESERVE—Don't look for any 
attempt by the Administration to implement 
the recommendation of the Commission on 
Money and Credit that the executive branch 
be given greater control over the Fed. Congres- 
sional hearings on the CMC report, recently 


held in August, should yield a flurry of 
headlines. But the Fed. and the Treasury are 
getting along very well as of now and nobody 
in authority wants to upset the relationship. 
Of course, if the Fed. feels called upon to 
tighten credit as a result of improving business, 
the question could take on a different hue. 

@ Go_p—The gold stock has stabilized this 
year and no resumption of movements on a 
large scale is anticipated over the balance of 
1961, barring a serious war scare. Economic 
conditions abroad on the whole warrant the 
expectation of a continuing strong export 
picture. 

While imports will tend to rise as the 
U. S. economy gains, a favorable trade balance 
of close to $6 billion is expected this year, 
versus $4 billion in 1960. 

In addition, the improving trend of business 
here will have the effect of keeping capital at 
home to be used by business for working 
purposes. Last year the gold crisis was abetted 
by the fact that there was much idle capital 
in this country, a good deal of which went 
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abroad seeking the higher interest rates avail- 
able there. 

All told, Washington observers look for the 
balance of payment deficit this year to be mod- 
erate, compared with $3.8 billion in 1960. 
Britain’s moves to shore up the pound will put 
some pressure on ovr trade balance, and, if 
successful, could lead to some repatriation of 
“hot money.” On the other hand: iy flight 
of capital from sterling to the doilar is said 
to have been minor. 

@ MiLtk BoTTLEs—Paper containers have 
gained steadily at the expense of the glass milk 
bottle, production of which in 1960 was less 
than half that of a decade before, while out- 
put of paper milk containers doubled. This 
largely reflected the unwillingness of super- 
market operators to handle bottle returns; milk 
packaged in glass has always been cheaper. 
With the advent of a new machine for han- 
dling empties that automatically produces a 
credit slip for the customer, one container 
maker believes that inroads into the bottle 
manufacturers’ business may be at an end. 

@ Cotton Goops—The impending increase 
in the minimum wage to $1.15 an hour in 
September (as well as the coming rise in 
cotton prices) is setting up currents that could 
distort historical patterns in the industry for 
some time. Few mills have many people on 
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**“Netther a BEAR 
nora BULL Be’’ 


» The shrewd investor never tries to guess the extreme top or bottom. 
He is neither Bear nor Bull. He thinks in terms of the future value of each 
stock and ignores temporary ups and downs of the market. Right now, he is 
buying stocks that, in our opinion, are priced below their future value . . . stocks 
such as these in Standard & Poor’s famous Master List: 


18 Stocks for Safety and Income 
30 Stocks for Capital Gain and Income 
21 Growth Stocks 


If you have extra cash that should be invested, go right ahead and buy one or 
more of these stocks NOW. We have every confidence that these stocks will 
make good investments for you over the long term. So fill out the coupon below 
and send $1 for this Master List. And we will also send you, at no extra cost, 4 
complete weekly editions of The OUTLOOK, containing S & P’s buy, hold, sell 
and switch recommendations (a $6 value for $1)!) New readers only, sub- 
scribers covered. 


STANDARD & POOR’S 
100 


Serving Investors 101 Years 


345 Hudson Street, New York (4, WN. Y. 


Standard & Poor's Corporation 
345 Hudson Street, New York 14, N. Y. 


Gentlemen: 


Please send me Standard & Poor's OFFICIAL MASTER LIST plus 4 
weekly editions of The OUTLOOK ($6 value). Here’s my $1. 


Name 
(please print) 


Address . 
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Put your low-back patient 


back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively . . . help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscie relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


Wallace Laboratories, Cranbury, New Jersey 


| | 
1 
T 
tt 
4 
= 
{ 
: 


How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients uired an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 


/ 


their payrolls at the $1 minimum, but many 
cutters in the South are in this position, and 
are cutting all the goods they can before the 
rise goes into effect. There has been consid- 


ARMSTRONG RUBBER 


This company’s close connection with Sears, 
Roebuck has enabled it to maintain its earn- 
ings in the face of demoralized pricing condi- 
tions in the replacement tire field. Sears not 
only owns 12.8% of the company’s shares 
but also takes about 60% of its output under 
long-term cost-plus contracts. To counteract 
unfavorable conditions in the passenger car 
field, Armstrong has been broadening its prod- 
uct line into more profitable areas. It has 


erable speculative inventorying. Mills have 
been producing more heavily to keep pace. 
After September, the broad woven cotton goods 
industry may well feel a squeeze on prices. 


AIDED BY SEARS 


increased the number of tire sizes for off-the- 
road equipment, and has developed a new line 
of tires for military supersonic jet aircraft. Un- 
profitable foam rubber operations have been 
discontinued. Earnings for the fiscal year end- 
ing September 30, 1961, should be in line 
with the $2.91 a share of 1959-60. Dividends 
are $0.35 quarterly. Retention of the shares is 
advised. 


NEW LINE SPURS GOULD-NATIONAL 


Earnings of this prominent maker of auto- 
mobile and industrial storage batteries for the 
fiscal year ended April 30, 1961, were officially 
reported at $2.22 a share, up from $2.17 the 
year before. A sales gain of 15% to 25% is 
anticipated for fiscal 1962, suggesting profits 
in the vicinity of $2.75 a share. The major 
stimulus will come from the company’s nickel- 
cadmium sealed cell. A nominal profit was 
realized on this operation in fiscal 1961 as 
volume shipments were made for Remington’s 


cordless electric shaver. A substantial gain is 
indicated in the current year from deliveries to 
Black & Decker for the latter’s new portable 
power tools. Other possible applications sug- 
gest a large potential market. The company is 
also participating in research on fuel cells. 
Dividends are $0.30 quarterly. Although the 
stock is priced higher relative to earnings than 
comparable issues, retention is advised for the 
promising potentials offered by the company’s 
leading position in nickel-cadmium sealed cells. 


® GETTING STARTED 


Reprinted from “How to Invest," Chapter |, copy- 
right 1960 by Standard & Poor's Corporation. 


The rapid growth in the American family 
of shareowners has been termed a quiet eco- 
nomic revolution that is reshaping America. 
Whereas 500,000 people a year were becom- 
ing stockholders between 1952 and 1956, the 
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actual growth in the following three years was 
more than double this rate. 

From a total of 6,490,000 in early 1952, 
the number of shareowners in public corpora- 
tions rose to 8,630,000 in 1956 and to 12,- 
490,000 in 1959. Stated another way, one 
out of 8 adults owned stock at the time of the 

Continued on page 144a 
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FOR YOUR PATIENT WITH DEPRESSION 


AMITRIPTYLINE HYDROCHLORIDE 


the antidepressant with a significant difference: 
¢ given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tension, 


and insomnia « followed by control of 


underlying depression *Some depressed patients respond within 5 to 10 days, while 


others may require up to two weeks or longer to obtain benefit. 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS ANTIDEPRESSANTS 


@ asingle agent (not a combination of compounds) 


@ effective in all types of depression... particularly 
useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized patients 
@ not an amine oxidase (MAO) inhibitor 
“Qo 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


| 
© TABLETS 
® 
INJECTION 


SYMPOSIUM ON DEPRESSION 


with Special Studies of a New EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


Antidepressant, Amitriptyline 


INVESTIGATOR 


DUNLOP, EDWIN: 
The treatment of 
depression in 
private practice. 


BENNETT, DOUGLAS: 
Treatment of 

depressive states 
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AMITRIPTYLINE HYDROCHLORIDE 


FINDINGS 


“Amitriptyline [ELAVIL] has a specific advantage over any anti- 
depressant currently available and | see increasing evidence of its 
usefulness in reducing tension, agitation and anxiety, as well as 
in relieving the depressive quality of the illness. Amitriptyline 
appears... to combine better than any other antidepressant drug 
the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 
“... Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


“In those cases showing a good response, early and dramatic 
improvement in sleeplessness resulted and many patients noted 
a feeling of relaxation. The ability of some patients to reduce their 
night sedatives after only a month’s treatment was unique in my 
experience of the treatment of depression.” 


“Its primary action in hospitalized psychotics is antidepressive; 
this along with its very low rate of side actions make it a drug of 
potentially frequent application in a broad spectrum of neuro- 
psychiatric diseases. ...Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage 
of cases (60-75).” 


“Finally, it appears that amitriptyline in the doses employed here 
is relatively effective in depressed states of neurotic proportions. 
Its freedom from severe side effects in doses that are therapeu- 
tically effective seems established in this patient population.” 
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(This symposium was published in 
Diseases of the Nervous System, 
Volume 22, Section Two— Supplement, May 1961) 


INVESTIGATOR FINDINGS 


AYD, FRANK J., JR.: “Amitriptyline and imipramine induce similar side effects but, 
Acritique of generally speaking, those of amitriptyline cause less subjective 
antidepressants discomfort in patients than those of imipramine. 


“... Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 
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(continued. ) AMITRIPTYLINE HYDROCHLORIDE 


INVESTIGATOR FINDINGS 


DORFMAN, WILFRED: 


Masked depression. 
patients (68%).” 


FELDMAN, PAUL E.: 


Psychotherapy and zines, amitriptyline appears to be relatively nontoxic. The labo- 
chemotherapy ratory reports for the most part remained within normal limits. 
(amitriptyline) Occasionally, abnormal readings were reported, but these 
of anergic states. appeared only sporadically and were not related to any clinical 


findings.” 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used 


whether the emotional difficulty is a manifestation of neurosis or psychosis,' and in ambulatory or hospitalized 
patients.'-2.3 


USUAL ADULT DOSAGE: Tablets — initial dosage 25 to 50 mg. three times a day, depending on body weight, severity, 
and clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
improve rapidly, although many depressed patients require four to six weeks of therapy before obtaining antidepressant 
response. For the ambulatory patient the dosage range for Tablets ELAVIL is 40 to 150 mg. daily. In the hospitalized 
patient, a daily dosage up to 300 mg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underlying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. 


The natural course of depression is often many months in duration. Accordingly, it is appropriate to continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to iessen the 
possibility of relapse, which may occur if the patient’s depressive cycle is not complete. In the event of relapse, 
therapy with ELAVIL may be reinstituted. 


ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agranulocytosis, or extrapyra- 
midal symptoms has been noted. Side effects with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 


SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100 and 1000. Injection (intramuscular), in 10-cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and 
water for injection q.s. 


REFERENCES: 1. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 
3. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


“In evaluating the effectiveness of amitriptyline in all these dif- 
ferent settings, it was considered to be effective in 17 of the 25 


“Compared to other energizer compounds, particularly the hydra- 


denini: 


ig ELAVIL, the physician should consult the detailed inf tion on use ig the package or available on request. 


) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


ELAVIL IS A TRADEMARK OF MERCK & CO., INC, 
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*Case Reports on File, Wampole Laboratories 


ANNOUNCING: the first ora enzyme 


preparation as efficacious as an injection 


Chymotrypsin is the only orally administered proteolytic enzyme likely to reach the site of inflammation in active form. In 
contrast to trypsin, which is rapidly inactivated, chymotrypsin remains relatively stable in human intestinal juice.1,2 Evidence 
of systemic absorption — Experimental: Radioactive studies show blood levels after one 20 mg. AVAZYME tablet comparable to 
those of intramuscular injection of 5 mg. chymotrypsin.1,3 Clinical: Oral AVAZYME therapy reversed the inflammatory process 
in chronic and acute conditions; prevented severe postoperative edema and ecchymosis.4,5 Well tolerated and practical — 
Eliminates painful or necrotizing injections, and reduces the risk of allergic or anaphylactoid reactions. 


INDICATED in trauma, pre- and post-surgery, thrombophlebitis, ophthalmelogy, obstetrics and gynecology, urology, respiratory conditions, 
otolaryngology, oral and dental pre- and post-surgery. Desage: in severe cases, two tablets four times daily followed by a maintenance 
dosage of one tablet four times daily. In mild cases, one tablet four times daily is sufficient. In the presence of infections, appropriate 
antibiotic therapy should be used concurrently. AVAZYME is compatible with all commonly used drugs. Available as crystalline chymotrypsin 
(AVAZYME) in yellow enteric coated tablets equivalent in proteolytic activity to 50,000 Wampole Units (approximately 20 mg.), bottles of 48. 
NOTE: In the event that AvazyME tablets are not readily obtainable, the pharmacist can be assured of supplies by calling his wholesaler. 
AvazyMe is carried by all major wholesalers. 

REFERENCES: 1. Avakian, S.: New England J. Med. 264:764, 1961. 2. Wohiman, A., Kabacoff, B. L., and Avakian, S.: to be published. 3. Bogner, 
R.L.: to be published. 4. Coleman, J. M., et al.: Intestinal Absorption of Crystalline Chymotrypsin, Exhibit presented at the Scientific Session 


of the American Academy of General Practice, Miami Beach, Florida, April 17, 1961. 5. Monninger, R. H. G.: scheduled for publication in Clinical 
Medicine, 1961. 


7 ® An orally administered enzyme with proven absorption. 
| y A research development of Wampole Laboratories. 


an ail crystalline chymotrypsin tablet 
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INVESTING—Continued 


last survey, as compared with one in 12 in 
1956 and one in 16 in 1952. 


Main Street, Not Wall Street 


What has been back of this growing public 
interest in securities? Basically, the nation’s 
continued economic growth has meant pros- 
perous conditions for virtually all segments of 
the population and has led to the creation of 
a vast middle class. Coincident with the in- 
crease in funds available for spending or saving, 
people have become more aware of the bene- 
fits accruing from direct security ownership, a 
recognition brought about by the rise in the 
stock market itself and by the educational 
programs of the stock exchanges and other 
organizations. 

Through the steady progress achieved in 
widening the ownership base, security invest- 
ments are no longer regarded as a vehicle 
reserved for the very few or the very wealthy. 
Now you seldom see a capitalist pictured in 
cartoons as a bloated character with dollar 
signs patterned in his clothing. In today’s 
“People’s Capitalism,” American industry is 
owned by persons in every walk of life, in 
every occupation, and in every section of the 
country. Main Street, rather than Wall Street, 
more nearly typifies today’s roster of security 
owners. 


Profile of Typical Shareowners 


According to a survey conducted by the 
New York Stock Exchange in 1959, the typ- 
ical shareowner is 49 years old, while the 
median age of new shareowners is 35. He 
has completed, on average four years of high 
school (only 29% graduated from college). 

He lives almost anywhere, for, except for 
the rural areas, the incidence of ownership is 
approximately the same for communities of all 
sizes. Since 1956, the largest increase in share- 
ownership has occurred in cities of 500,000 
or more population, which now have 28% of 
all shareholders compared with 20% in 1956. 
Another notable gain has taken place in cities 
of 25,000 to 100,000 population, which 
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account for 19% of the total compared with 
14% in 1956. 

The median income of shareholders was 
$7,000. Over half were in households with 
incomes of less than $7,500 a year. However, 
as might be expected, the $7,500 and over 
group, while accounting for less than 20% of 
the population, had the largest percentage of 
shareowners (45% ). 

What about occupations? There is no par- 
ticular mold. Housewives and non-employed 
women were the largest single group, about 
33%. No other category accounted for more 
than 17% of the total. Measured against their 
numbers in the population, one out of four 
proprietors and executives was a shareowner, 
along with about the same ratio for profes- 
sional people, and one out of eight clerical 
and sales personnel. 


Benefits of Investing 


A further broadening of the base of security 
ownership is a desirable objective from the 
standpoint of the public, the business com- 
munity, and the nation at large. Benefits accrue 
to all. 

To the individual, the advantages may be 
summarized as (1) the realization of a rela- 
tively high income return, (2) protection for 
the purchasing power of his dollar in time of 
inflation, (3) participation in long-range 
growth of the American economy, and (4) a 
feeling of well-being in having an interest in 
prominent corporations. Advantages, as well 
as disadvantages, of various types of securities 
will be discussed in detail in subsequent chap- 
ters. 

Business managements welcome a growing 
list of stockholders. The raising of new capital 
is facilitated. The use of company products is 
promoted. Employer-employee relations are 
improved where employee stock purchase and 
savings plans are instituted. Finally, a more 
informed viewpoint is created regarding the 
risks inherent in business transactions. 

To the nation at large, the major benefit is 
that the closer association of personal inter- 
ests with business leads to a better understand- 
ing of our capitalistic system. Dispersal of 

Concluded on page 147a 
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Fostex treats 
pimples-blackheads-acne 


while they wash 


degreases the skin 
helps remove blackheads 
dries and peels the skin 
Patients like Fostex because it’s so easy to 
use. Instead of using soap, they simply wash 


acne skin with Fostex Cream or Fostex Cake 
2 to 4 times daily. 


Fostex contains: Sebulytic® base 
(unique, penetrating, surface- 
active combination of soapless 
cleansers and wetting agents*) 
with remarkable antiseborrheic, 
keratolytic and antibacterial 
actions . . . enhanced by micro- 
pulverized sulfur 2%, salicylic acid 
2% and hexachlorophene 1%. 
“sodium laury! sulfoacetate, sodium alkyl! 
ary! polyether sulfonate and sodium diocty! 
sulfosuccinate. 

Fostex Cream and Fostex Cake 
are interchangeable for thera- 
peutic washing of the skin. Fostex 
Cream is approximately twice as 
drying as Fostex Cake. Supplied: 
Fostex Cake—bar form. Fostex 
Cream—4.5 oz. jars. Also used as 
a therapeutic shampoo in dan- 
druff and oily scalp. 


And ...since continuous 24-hour drying and peeling of acne skin is essential, 
FOSTRIL (a new, flesh-tinted drying lotion) should be used once or twice daily in addition 
to Fostex therapeutic washings. Fostril® contains Liposec® (polyoxyethylene lauryl ether), 
a new, surface-active drying agent used for the first time in acne treatment. This agent, 
with 2% micropulverized sulfur and a zinc oxide, talc and bentonite base, provides 
Fostril with excellent drying properties. Fostril also contains 1% hexachlorophene. 
Available: Fostril, 1% oz. tubes. Fostril-HC (%% hydrocortisone) 25 gm. tubes. 


WESTWOOD PHARMACEUTICALS 
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WHEN B COMPLEX OR VITAMIN C DEFICIENCIES EXIST 


AID RECOVERY IN THE POSTOPERATIVE 


PERIOD AND IN CONVALESCENCE 


Each Kapseal contains: Vitamin B, (thiamine) 
mononitrate—25 mg.; Vitamin B, (riboflavin) —15 mg.; 
Nicotinamide— 100 mg.; Folic acid—0.1 mg.; Vitamin B, 
(pyridoxine hydrochloride) —1 mg.; Vitamin B,, 
(crystalline) —5 mcg.; dl-Panthenol—20 mg.; Vitamin C 
“(ascorbic acid) —150 mg.; Taka-Diastase" (Aspergillus 
ci oryzae enzymes) —2'2 gr. Bottles of 100 and 1,000. 
also available: COMBEX® KAPSEALS, bottles of 100, 500, 
and 1,000, for prevention of B complex deficiencies. 
_ COMBEX with VITAMIN C KAPSEALS, bottles of 100, 500, 
and 1,000, for prevention of B complex and vitamin C 
deficiencies. COMBEX PARENTERAL, 10-cc. Steri-Vials," for 
._prevention and treatment of vitamin B complex 
S deficiencies. TAKA-COMBEX® KAPSEALS, bottles of 100 and 
+ 1,000, for use as a digestive agent and for prevention of 
certain vitamin B complex and vitamin C deficiencies. 


TAKA-COMBEX ELIXIR, PARKE-DAVIS 


sexx: bottles of 16 fl. oz. 
PARKE, DAVIS 4 COMPANY, Detroit 22, Michigan 
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INVESTING— Concluded 


ownership of large-scale corporations among 
thousands of investors is considered more ad- 
vantageous for the public welfare than the 
concentration of holdings in a comparatively 
few hands. 


Where to Start 


Well, you may say, I am interested in invest- 
ing some of my funds. The benefits outlined 
briefly above make sense to me, and I know 
people who have realized some handsome 
profits on their security commitments. How do 
I start, and just how easy is it to invest? 

Answering the last part first, there is nothing 
difficult about the mechanics of investing. The 
procedure is merely to place an order with a 
reliable broker or dealer. You will find that 
there is virtually no other type of asset with 
the same high degree of liquidity as that of 
investments. Buying and selling are usually 
two different things, but securities can be sold 


Proprietors, managers and officials 

Professional and semi-professional 

Clerical and sales 

Housewives and nonemployed adult females 

Nonemployed adult males (including retired and 
independent persons) 

Service workers 

Craftsmen and foremen 

Farmers and farm laborers 


Operatives and laborers .. 


Sub-total 
Not classified by occupation . 


TOTAL 
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ADULT SHAREOWNERS BY OCCUPATION 


as quickly as they can be bought. You do not 
have to seek out buyers and sellers; their 
orders are channeled through stock exchanges 
or over-the-counter markets, and the prices at 
which they are willing to buy or sell are readily 
available. Consummation of a real estate deal, 
for example, may drag out for months and 
perhaps even years, whereas a security trans- 
action can be completed almost immediately. 

How to start to invest is a topic much 
broader in scope, and one with numerous rami- 
fications. The more fully informed you are, 
the better are your chances for success. Sur- 
veys have demonstrated that there is a pressing 
need for greater knowledge of financial affairs. 
For example, the New York Stock Exchange 
found that only 23% of the adult population 
could define common stock adequately, and 
even the word “adequately” had to be stretched 
to include some hazy definitions. At the same 
time, however, an extensive underlying interest 
was indicated by the large number of individ- 
uals who said they would like to learn. 


INDIVIDUAL SHAREOWNERS 
% oF OcCUPA- 
TIONAL GROUP 
OwnilInG STOCK 


PERCENT 
OF TOTAL 


NUMBER OwneERS 


28.5 1,982,000 16.4 
26.6 1,934,000 16.0 
13.1 1,801,000 14.9 
11.6 4,000,000 33.1 
14.1 980,000 8.1 
4.1 326,000 2.7 
6.8 580,000 4.8 
1.6 73,000 0.6 
2.7 411,000 3.4 


11.5 12,087,000 100.0 
403,000 


12,490,000 
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PLEXONAL 


(ACTUAL SIZE ANO SHAPE) 


ss Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 


Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 

of drowsiness. 


For example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 

proper dose will be three 
tablets per day. 
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a superior daytime relaxing agent 


(NOT A TRANQUILIZER) 


PLEXONAL 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation” 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1... . 30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal. ... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.”” 


In 26 older age cardiac patients, “A comparison of Plexonal with the 
therapy previously employed showed that 17 did better on Plexonal 
than on meprobamate, 6 did better on meprobamate than on Plexonal 
and 3 responded the same to both.’” 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day? 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 
anesulfonate 0.16 mg. 


ORIGINAL 
RESEARCH 
SERVING THE | 
PHYSICIAN 


1. Scheifley, C. H.: Proc. Staff Meet. Mayo Clin. 34:408 (Aug. 19) 1959. 
2. Davanloo, H.: Am. J. of Psychiat. 117:740 (Feb.) 1961. 
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@ THERAPEUTIC INDEX 


“Thiosulfil” Forte 


BRAND OF SULFAMETHIZOLE 
"THIOSULFIL” has been found effective against 
the following urinary pathogens: Proteus vul- 
garis, Pseudomonas aeruginosa, Escherichia 
coli, Streptococcus fecalis, Escherichia inter- 
medium, and Aerobacter aerogenes. I|n individ- 
ual cases, sensitivity of the organisms may vary. 
Sensitivity tests, preferably by the tube dilution 
method, should be done first, for guidance as to 
alternate therapy in case “THIOSULFIL” FORTE 
does not control the infection. 


INDICATIONS: Treatment of cystitis, urethritis, pye- 
litis, pyelonephritis, and prostatitis due to bac- 
terial infection amenable to sulfonamide therapy; 
prior to and following genitourinary surgery and 
instrumentation; prophylactically, in patients with 
indwelling catheters, ureterostomies, urinary 
stasis, and cord bladders. 


SUGGESTED RANGE OF DOSAGE: Adults: 1 or 2 tab- 
lets (0.5 Gm.-1.0 Gm.) three or four times daily. 


WARNING: Due to the high solubility in body 
fluids of “THIOSULFIL” and its acetyl form, the 
hazards of renal tubule obstruction are mini- 
mized. The usual precautions exercised with 
sulfa drugs generally should, however, be ob- 
served. In those rare instances where exan- 
themata, urticaria, nausea, emesis, fever or 
hematuria, are encountered, administration 
should be discontinued. 


CONTRAINDICATION: A history of sulfonamide 
sensitivity. 


SUPPLIED: NO. 786 —“THIOSULFIL” FORTE —Each 
tablet contains sulfamethizole 0.5 Gm. (scored), 
in bottles of 100 and 1,000. 

ALSO AVAILABLE—NO. 785: “THIOSULFIL” 
—Each tablet contains sulfamethizole 0.25 Gm. 
(scored), in bottles of 100 and 1,000. No. 914— 
“THIOSULFIL” Suspension—Each 5 cc. (tea- 
spoonful) contains sulfamethizole 0.25 Gm., in 
bottles of 4 and 16 fluidounces. 


SUGGESTED DOSAGES: Adults: 0.5 Gm. four 
times daily. Infants: (Up to 20 Ib.) 25 to 30 mg. per 
pound per day in four divided doses. Children: 
(20 to 50 Ib.) up to 150 mg. four times daily; (50 to 
75 Ib.) up to 300 mg. four times daily; (over 75 Ib.) 
adult dose. 


WHEN ANALGESIA IS DESIRED 
“THIOSULFIL’-A FORTE NO. 783: 


Each tablet contains sulfamethizole 0.5 Gm., and 
phenylazo-diamino-pyridine HCI 50.0 mg., in bot- 
tles of 100 and 1,000. 


CONTRAINDICATIONS: (1) a history of sulfonamide 
sensitivity and (2) due to the phenylazo-diamino- 
pyridine HCI component, renal and hepatic fail- 
ure, glomerulonephritis, and pyelonephritis of 
pregnancy with gastrointestinal disturbances. 

USUAL DOSAGE: Adults: 2 tablets, four times daily. 
Children (9 to 12 years): 1 tablet, four times daily. 


ALSO AVAILABLE: NO. 784 “THIOSULFIL”—A 
—Each tablet contains sulfamethizole 0.25 Gm., 
and phenylazo-diamino-pyridine HCI 50.0 mg., in 
bottles of 100 and 1,000. USUAL DOSAGE: 
Adults: 2 tablets, four times daily. Children (9 to 
12 years): 1 tablet, four times daily. 


For references, see opposite page. 


SAFELY MANAGES ALL EPISODES OF URINARY TRACT INFECTION 


Forte 


(BRAND OF SULFAMETHIZOLE) 


THE ONE SULFONAMIDE THAT OFFERS 

@ Maximum urinary concentration of active, free sulfa at site of infection 
™@ Rapid clearance (noncumulative) 

m@ Rare incidence of side effects 

@ High degree of clinical effectiveness 


“Thiosulfil” dosage schedules reported in the literature. 


| N IT | A a E P | S$ 0 D E (Acute Infection) 3 Gm./day' 


Based on 7 years’ clinical experience in treating 3,057 cases of upper and lower 
urinary tract infection, Bourque' found 3 Gm./day for 2 weeks (the average dosage 
employed in 97 per cent of patients) effective in most cases. 


RECURRING EPISODE (Flare-up) 3 Gm./day' 


Same dosage as above. When longer therapy is required as in cases where there is 
stasis due to obstruction, administration may be continued at a lower dosage range. 


RECURRING 


CONTINUING EPISODE (stasis/obstruction) 2 Gm./day?? 0.5 Gm./day' 


Where infection remains latent due to causes which cannot be eliminated as in 
paraplegia, patients have been maintained symptom-free on dosage regimens rang- 
ing from 2 Gm. to 0.5 Gm./day. After initial control of acute symptoms, therapy may 
continuing | be continued indefinitely on a low dosage basis to guard against recurrence and pre- 
vent ascending infection. Many cases can be controlled with as little as 0.5 Gm./day. 


SUPPLIED: No. 786 — “Thiosulfil” Forte — Each tablet contains sulfamethizole 0.5 Gm. 
(scored), in bottles of 100 and 1,000. 


ALSO AVAILABLE —!n urinary tract infection—to alleviate pain and control the infection: 
No. 783—“THIOSULFIL”®-A FORTE combines the sulfonamide specific for urinary tract 
infection with a potent analgesic for prompt, soothing relief of local discomfort. Each tablet 
contains sulfamethizole 0.5 Gm. and phenylazo-diamino-pyridine HCI 50 mg., in bottles of 
100 and 1,000 tablets. 


References: 1. Bourque, J.-P., and Gauthier, G-E.: L’'Union Medicale 89:640 (May) 1960. 2. Cot- 
trell, T. L. C., Rolnick, D., and Lloyd, F. A.: Rocky Mountain M. J. 56:66 (Mar.) 1959. 3. Bourque, 
J.-P., and Joyal, J.: Canad. M.A.J. 68:337 (Apr.) 1953. 4. Hughes, J., Coppridge, W. M., and 
Roberts, L. C.: North Carolina M. J. 17:320 (July) 1956. 


Ayerst Laboratories 


New York, N. Y. * Montreal, Canada 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


Vieamm A ..« 225800 Units 
Thiamine Mononttrate. ......... 10mg. 


= 


S the Priceless Ingredient 


‘Theragra a Squibb trademark 
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@@nutrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. “ 2. Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958. 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy . . .”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. Nationa! Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57 


degenerative disease S “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


6 
American adult. ” 6. Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 264 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.’ 7. cotismitn, 6 a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’ 
8. Duncan G.G.: Diseases of Metabolism 4th edition W. B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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Built in the 5th Century 
B.C., the temple ruins 
on the skyline of Athens 
recall for the visitor the 
ancient glory of Greece, 
cradle of culture and 
birthplace of democ- 
racy. 


Here and [here in Europe 


A special report for the fall traveler who 
plans to enjoy the lower, off-season rates, 
with particular reference to bargains in 
food and lodging available in Greece and 
Holland. 


Royal National Foundation 
of Greece, personally directed by King Paul 
and Queen Frederika, is engaged in a unique 
“Village Hotel” project designed to acquaint 
foreign visitors with the beauties of the Greek 
countryside and enable them to meet the 
Greeks, people-to-people, at bargain prices. 
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During the past five years, the Foundation, 
working with the National Tourist Organiza- 
tion, has refurbished 1,165 rooms with 2,377 
beds in modest private homes in about 50 
communities. 

Students, teachers and tourists planning a 
leisurely trip through the Greek countryside 
and to the incomparable Greek islands, will 
find a hospitable welcome in these low-budget 
accommodations. Transportation is by bus or 
boat from Athens. Athens itself, for the Amer- 
ican traveler, is only eleven hours from New 
York by jet. 

Model rooms in the “village inns” rent for 
the equivalent of 50 cents a night in most 
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When the 
stomach 


antispasmodic/sedative 


relaxes the tense patient and his jittery stomach...without 
the sedative “‘build-up’’ many patients experience with 
phenobarbital preparations. 

combines the “time-matched’’ components—BuTISOL SODIUM” 
butabarbital sodium 15 mg. and extract of belladonna 15 mg.—each having 
approximately 5 hours’ duration of effect. Thus, with Butibel there is no 
overlapping sedation, no antispasmodic gap—t.i.d. dosage keeps the patient 
comfortable without sluggishness. 


Available as: BuTIBEL Tablets ¢ Elixir ° Prestabs® Butibel R-A 


(Repeat Action Tablets) 


McNEIL LABORATORIES, INC., Fort Washington, Pa. 


3 K 
; | 
6 has a nervous»patient! 
: 


TRAVEL 


villages, but may go as high as 70 cents a 
night in a few places. The rent includes heat 
in the winter time. Food is so reasonable in 
these areas that total costs should not be more 
than $2 to $3 per day. 

As well as providing much-needed low-cost 
accommodations for visitors to Greece, the 
project also gives a seasonal income to resi- 
dents of remote areas who would otherwise 
subsist on the borderline of destitution. Here 
is how it operates: 

The Foundation’s Municipalities and Com- 
munities Committee joins with rural provincial 
authorities in pinpointing the most desirable 
homes in a given community and granting the 
_ Owners five-year, interest-free loans to repair 
and refurnish their rooms according to a 
uniform standard set up to meet foreign tastes. 
The owners repay the loans out of their nightly 
revenues and pocket the difference. 

Lest you think this is a dressed-up version 
of the youth hostel system with its barracks- 
like atmosphere, it should be pointed out that 
the families selected as “village hosts” are 
usually the leading ones in the community and 
are eager to take in American or European 
visitors in line with traditional Greek hos- 
pitality and as person-to-person diplomacy. 

The village of Villia, perched on the sides 
of Mt. Cithaeron between Athens and Thebes 
near the site of the battle of Platea between 
the Greeks and the Persians, is often singled 
out as one of the most successful examples 
of the “village inn” plan. Here, about 35 miles 
northwest of the capital, at an elevation of 
2000 feet, a popular summer resort has grown 
up for Athenians and foreigners alike as a 
result of the program. 


Ancient Olympus 


In this pleasant community of 3000 persons, 
surrounded by green wooded hills and blessed 
with bubbling spring water, some old homes 
were rehabilitated and some new ones were 
built to provide visitors with 81 rooms and 
175 beds at the lowest possible rentals. 
Another example of how to buy beauty at 


bargain rates may be found among the ruins 
of ancient Olympia, original scene of the 
Olympian Games, about 215 miles from 
Athens in the Peloponnesus. In this peaceful 
vale near the banks of the sacred Alfius and 
Kladeos Rivers lie the remnants of the Sta- 
dium, the Gymnasium and the athletic fields 
on which the contestants trained, and in the 
local museum is the superb statue of Hermes 
by Praxiteles. Here were made available 34 
low-cost rooms with 70 beds. 

High above the city of Volos amid the inde- 
scribably wild beauty of Mt. Pelion, two vil- 
lages, Zagora and Tsangarada, are further 
examples of the program’s success. With its 
white-roofed clusters of homes marching up 
the mountainside, its thick groves of chestnut 
trees, its masses of sweet-smelling flowers and 
herbs and its magnificent view of Mt. Olympus 
and the Aegean, this is one of the most spec- 
tacular areas of Greece. Sixty-five rooms and 
125 beds have been provided here. 

Most dramatic of all the “village hotel” 
locations perhaps is the lovely island of Sko- 
pelos in the northern Sporades group. This 
lush green strip of soil, washed by the waters 
of the Aegean, is framed by a semi-circle of 
chalk-white houses forming a perfect amphi- 
theatre when seen from the harbor. Fishing, 
swimming and skin-diving are offered in end- 
less variety on its sandy beaches and amid its 
quiet caves where Turkish pirates stalked not 
so long ago. Made available here are 21 rooms 
with 43 beds. 

American visitors to these idyllic spots must 
be prepared however, for a possible interrup- 
tion of their holiday. As they hike along a 
mountain trail or laze on an island beach, they 
may be surprised by the sight of the tall, strap- 
ping King of the Hellenes and his attractive 
brunette Queen come to inspect the progress 
of their favorite social welfare program. 

Whether one meets King or commoner, 
those who have passed their vacation in the 
“village inns” of Greece look back on it as an 
unforgettable experience. The human warmth 
of their hosts, their interest in world affairs 
and their close ties with the U. S., where many 
of them have relatives, add up to a people-to- 
people adventure of lasting memory. 
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Hygroton® 


brand of chliorthalidone 


in hypertension 
and edema 


17 days free each month 
from drug 
administration 


just one tablet 
Mon. Wed. Fri. 


The longest-acting by far 

of all the new agents 
introduced for 

hypertension and edema, 
Hygroton provides a 
smoother, less abrupt action 
which is sustained for 

as long as 72 hours...can 
initiate and maintain therapy 
on just 3 doses a week... 
saves the patient over 

¥3 in cost without sacrifice 
of therapeutic benefit. 


Hygroton® Tablets, 


100 mg., bottles of 100. 


Geigy Pharmaceuticals 
Division of 

Geigy Chemical Corporation 
Ardsley, New York 
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Certainly one of the world's most un- 
usual restaurants is this one in Rotter- 
dam, Holland, with a capacity of 
850 persons. Atop of a massive col- 
umn, 350 feet in the air, diners are 
served outstanding food while enjoy- 
ing a beautiful view of the Dutch 
countryside. 


Another Aspect of Holland 


The usual stereotype of Holland includes dikes, tulips and wooden 
shoes. Left out of this incomplete picture are the museums 
devoted to modern art, the up-to-date designs produced by the 
craft centers, a variety of modern architecture, and the 
gourmet restaurants and sophisticated nightlife of the big cities. 


A Ithough well known for its 
dikes, cheese and wooden shoes, Holland has 
long been a favorite with experienced travelers 
for its museums and art galleries, with their 
Rembrandts, Vermeers and Van Goghs, and 
for its wide range of gourmet eating places 
and equally highly rated sidewalk cafes and 
night clubs. 


An increasing number of two-week vaca- 
tioners are including Holland on their trips by 
taking advantage of a special stopover plan of 
KLM Royal Dutch Airlines which wraps Am- 
sterdam, London and Paris into one package. 
The plan features a DC-8 intercontinental jet 
flight from New York to Europe with stopover 
privileges in Amsterdam, London and Paris. 
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serenity 


without 
somnolence 


with sharpened mental acuity 
and restoration of normal drive 


- ® 
Pe til 
Filuphenazine dihydrochloride 


Chronotabs 


sustained-action tablets 


just one 1 mg. tablet daily, for 
all hours of the waking day 


Supplied: Permitil Chronotabs, 1 mg., in bottles of 30 and 250. Also 
available, Permitil Tablets, 0.25 mg., in bottles of 50 and 500. 
Complete information on the use of this drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey ez) 
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On the cultural side, Holland can hold its 
own with the Louvre in Paris and the British 
Museum in London. In fact, Holland has more 
than 200 museums and galleries devoted to 
art and the antiquities, ranging from the 
National Gallery in Amsterdam which has 
Rembrandt’s masterpiece “The Night Watch” 
on display, to the open-air museum at Arnhem 
with its typically Dutch farms and windmills. 

The Kroller-Muller Museum, hidden away 
in Hoge Veluwe Park in Arnhem, has the 
largest collection of Van Goghs in the world, 
plus works by Picasso, Seurat and Leger. 
Amsterdam, the major port of entry to Hol- 
land, boasts more than a score of museums, 
including the home where Rembrandt lived 
from 1639 to 1658. Modern art is on display 
at the Stedelijk Museum and art lovers will 
find all types of work, including stamps, medals 
and coins, on sale in Amsterdam’s shops. 


Great Variety 


Actually Holland’s museums cater to just 
about every taste possible. The Moriaan at 
Gouda, for example, is a museum devoted 
entirely to tobacco pipes. The Lambert van 
Meerten Museum in Delft is a popular spot 
for admirers of the attractive Delft porcelain 
and pottery. At Groesbeek, the Holy Land 
Foundation has a realistic reproduction of the 
Holy Land during the time of Abraham and 
the birth of Jesus. 

Modern Dutch craftsmen are well repre- 
sented in the museums, too. Behind the heavy 
oak doors of the Prinsenhof in Delft are the 
pottery, wall hangings, silver and crystal work, 
and jewelry that have made Holland a leader 
in modern design as well as in utilization of 
the antique motif. Best of all, there’s a price 
tag on each piece and visitors can purchase a 
favorite article right in the museum. 

Other craft centers worth visiting include 
Leerdam and Maastricht (beautiful glassware), 
Utrecht (metalwork), and Hilversum (hand 
weaving). For a strictly offbeat sidestrip, a 
visit to the island of Terschelling, off the north 
coast, is recommended to see the traditional 
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rope-weaving. The Muiden Castle, with its 
17th century furnishings, the ancient churches 
in Groningen, and the Netherlands Tax Mus- 
eum in Rotterdam are also of interest. Holland 
is only about twice the size of New Jersey and 
trips to these towns are fast and economical. 

For music lovers, there’s the Holland Fes- 
tival of Music and Drama, with several con- 
certs by the renowned Amsterdam Concert- 
gebouw Orchestra as the chief attraction. There 
also is a schedule of open-air plays for drama 
enthusiasts. On a more informal level are the 
city’s ornate barrel organs filling the streets 
with Verdi and Puccini. 

When the day’s visits to museums and craft 
shops are over, Amsterdam’s night-time enter- 
tainment starts with a visit to one of the many 
sidewalk cafes, where the general atmosphere 
easily rivals the Left Bank or Soho. 


Fine Restaurants 


After a drink at one of the cafes, gourmets 
can explore a number of Amsterdam’s res- 
taurants with complete assurance that the re- 
sults will be equal to Paris or London and 
that the check will be considerably less. Hol- 
land is one of Europe’s most economical coun- 
tries to visit and a double sirloin steak will 
cost only about $2.50. 

The Five Flies on the Spuistraat has been 
serving up gourmet dishes since the 16th cen- 
tury and the Bali is Holland’s most fashion- 
able Indonesian restaurant. It features the for- 
midable rijsttafel with its more than 30 differ- 


To Our Readers: 


Do you have a personal travel story 
which you think may be of interest to other 
MEDICAL TIMES physicians? Perhaps in the 
past few years you went on an especially 
interesting fishing trip, took a motor tour 
around the country, vacationed in Mexico 
or some other picturesque corner of the 
world. If you would like to share your 
travel experience with other readers of this 
journal, just send us a brief outline of your 
story before you tackle the article. Write to: 

TRAVEL Epitor, MEDICAL TIMEs, 

1447 Northern Blvd., Manhasset, N. Y. 


MEDICAL TIMES 


cf 
; 
t 
| 


1. VAGISEC liquid and jelly 2. VAGISEC’s three active . Water is forced through the 
penetrate and dissolve ingredients* permeate the weakened cell wall, causing 
vaginal mucus, exposing cell’s membrane, remove trichomonad to swell and 
even deeply embedded waxes and lipids, denature explode. All within 15 


trichomonads. proteins. seconds of contact. 


Specific therapy for vaginal trichomoniasis 


VaGiseEc® liquid and jelly. “Many other chemicals 
stop motion and we have assumed that the organisms are 
dead, but with [VaAGIsEC] there can be no doubt, since only 
fragments remain.”? 


The first office treatment with VAGISEC brings 


immediate symptomatic relief. With the very first 
office treatment, Decker? achieved immediate relief of 


acute symptoms in all 64 cases of acute trichomoniasis 
studied. 


Cure rates as high as 96% with VAGISEC con- 
firmed by negative cultures for three consecutive 


months. Roberts and Sullivan? successfully treated 96% 
(48 of 50) vaginal trichomoniasis patients with VAGIsEC, all 
of whom remained flagellate free, as proved by repeated 
negative cultures for three months after treatment. Gior- 
lando and Brandt,* and Weiner® were equally successful 
with VAGISEC, curing 93.1% (54 patients of 58), and 90.2% 
(46 patients of 51) respectively, by means of the VAGISEC 
technique. 


To prevent re-infection—RA MSES® for the hus- 


band. As Romney® points out, “. . . therapy which is di- 
rected solely towards the female patient is unrealistic and 
ineffectual.” Husbands readily cooperate when you pre- 
scribe RAMSES, the prophylactic with “built-in” sensitivity. 
References: 1. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 
2. Decker, A.: New York J. Med. 57:2237 uly 1) 1957. 3. 
Roberts, al L., and Sullivan, J. J.: West. Med. 1:12 (Apr.) 1960. 
4. Giorlando, S. W., and Brandt, M. L.: Am. J. Obst. & Gynec. 
76:666 (Sept.) 1958. 5. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 
1958. 6. Romney, S. L.: M. Sc. 8:235 (Aug. 25) 1960. 


VAGISEC and RAMSES are registered trade-marks of Julius Schmid, Inc. 


VAGISEC 


*Active ingredients in VaGisec liquid: Polyoxyethylene nonyl phe- 
nol, sodium ethylene diamine tetra-acetate, sodium dioctyl sulfosuc- 
cinate. In addition, VaGtsEc jelly contains alcohol 5% by weight. 


: 423 West 55th Street 
Julius Schmid, Inc. New York 19, N. Y. 
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ent dishes, all centered about a mountainous 
serving of rice. Dutch cooking and Dutch at- 
mosphere can be had at the Green Lantern, 
*t Swarte Schaep, the Lido, and Dikker and 
Thijs. L’Europe is one of the town’s better 
hotel restaurants. 

After-dark entertainment in Amsterdam be- 
gins at the Rembrandtsplein or the Leidseplein 
for most visitors. Here, in Amsterdam’s “Place 
Pigalle,” everything from cool jazz to Latin 
American tempos can be found, and for floor 
shows, the Lido Bar, the Extase and the Cali- 
ente offer first-class entertainment. Drinks 


range from 16 cents for gin and tonic to 55 
cents for whiskey. 

Late night owls can keep going at Amster- 
dam’s clubs, which stay open until 4 a.m. An 
American passport is a good substitute for a 
membership card. The city’s Zeedijk also 
draws its share of visitors. The Zeedijk is one 
of the most famous sections this side of Istan- 
bul and sailors from Amsterdam’s port section 
frequent it in large numbers. 

A special folder on the stopover plan and 
other information on Holland’s cultural and 
entertainment facilities can be had without 
charge from your travel agent, any KLM office, 
or by writing directly to KLM Royal Dutch 
Airlines, 609 Fifth Ave., New York 17, N. Y. 


Planning Kit 


“Europe a la Carte” might well be the title 
of a 96-page booklet published by Trans World 
Airlines and American Express. 

Its title is “TWA Package Plan Europe,” a 
handy, compact do-it-yourselfer tailored for 
armchair and planning-stage travelers alike. Its 
primary purpose, however, is as a convenient 
aid to the travel agent mapping a client’s trip 
and to the prospective traveler in making a 
decision on his itinerary and budget. 

The booklet shows at a glance the prices 
per person, in U. S. dollars, of American 
Express “package tours” in each of 49 Euro- 
pean cities and five resorts. The prices cover 
a choice of several hotels in each place in the 
various seasons. The text details other serv- 
ices in the package price such as sightseeing 
tours, regular and special meals, and the assist- 
ance of American Express uniformed repre- 
sentatives. Car rental rates are also shown. 

All rates in the booklet, including TWA 
SuperJet fares, are for all seasons through 
March i962. One page lists many extra cities 
in Europe the tourist may visit without extra 
fare. For the price of a round-trip between 
the U. S. and Rome, for instance, the tourist 
may also visit Amsterdam, Stockholm, Cop- 
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enhagen, Hamburg, Cologne, Dusseldorf, 
Frankfurt, Stuttgart, Zurich, Geneva, Milan, 
Nice, Paris, Brussels and London. 

Here’s how the booklet works: 

@ From the centerfold map select the most 
distant city you wish to visit. Write the city’s 
name in on the sample planning form pro- 
vided in the booklet. (Completed sample 
forms are shown for guidance. ) 

@ Consult the air fares tables, determine 
the class of accommodations desired, and 
write the round-trip fare on the planning form. 

@ Select intermediate cities you also wish 
to visit and list on the form. 

@ From the pages showing the package pro- 
gram for each city you wish to visit, put down 
the name of the hotel you select and the 
package price on the form, adding the cost for 
extra nights, if desired, from the rate tables. 

@ Total the costs and fill in the additional 
information requested. Take or mail the form 
to your local travel agent, American Express 
or TWA sales office in your city. American 
Express provides for confirmed reservations at 
more than 240 of Europe’s fine hotels. 

The booklets are available at travel agen- 
cies, TWA offices and ticket counters. 
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OXYTETRACYCLINE WITH GLUCOSAMINE 


According to a recent report* on the effectiveness 
of Terramycin in 106 cases of upper respiratory 
tract infection: “The response in sinusitis was par- 
ticularly gratifying, as both acute and chronic 
cases were controlled within an average of five 


days.” 


“Tt was the impression of the hospital staff that 


oxytetracycline [ Terramycin ] was not only better 
tolerated, but more effective than other antibiotics 


habitually used.” 


The results reported in this and many other stud- 
ies confirm the vitality of Terramycin for broad- 
spectrum antibiotic therapy and demonstrate why 
—increasingly—the trend is to Terramycin. 


OXYTETRACYCLINE WITH GLUCOSAMINE 


CAPSULES 250 mg. and 125 mg. per capsule 


convenient initial or maintenance therapy 
in adults and older children 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N: Y. 


“Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. 


The dependability of Terramycin in daily 
practice is based on its broad range of 
antimicrobial effectiveness, excellent 
toleration, and low order of toxicity. As with 
other broad-spectrum antibiotics, 
overgrowth of nonsusceptible organisms may 
develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility 
testing. Glossitis and allergic reactions to 
Terramycin are rare. Aluminum hydroxide 
gel may decrease antibiotic absorption and is 
contraindicated. 

More detailed professional information available on request. 


another reason why the trend is to 
lerramycin—versatility of dosage form: 


TERRAMYCIN Syrup/ Pediatric Drops 
125 mg. per tsp. and § mg. per drop 
(100 mg./cc.), respectively—deliciously 
fruit- flavored aqueous forms... 
preconstituted for ready oral administration 

TERRAMYCIN Intramuscular Solution 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—the broad- 
spectrum antibiotic for immediate intra- 
muscular injection ... conveniently 
preconstituted ... notably well tolerated at 
injection site with low tissue reaction 
compared to other broad-spectrum antibiotics 
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Science for the world’s well-being® 


Dear Doctor: 


Reports from our representatives indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 


The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine is employed in oral administration. To permit each 
physician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramycin in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 


This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 

Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 


To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 


We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 


We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 
in the medical profession. 

Sincerely, 

PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 
systemic preparations: 


FORMERLY NAMED NOW NAMED 
Cosa-Terramycin® Capsules Terramycin ® Capsules* 


Cosa-Terrabon® Oral Suspension fi Terramycin Syrup 


Cosa-Terrabon Pediatric Drops Terramycin Pediatric Drops 
and simpler names for these Terramycin-containing formulations: 


Cosa-Terrastatin® Capsules  —sTerrastatin® Capsules 
| Cosa-Terrastatin for Oral Suspension Terrastatin for Oral Suspension _ 


din® Cz Capsules 


. . these names remain unchanged : 
Terramycin Intramuscular Solution 
Terramycin Intravenous 


*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forms adapted 
to individual needs—another reason for the trend to Terramycin. 
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when your patient needs 
a potent steroid...simplified control 
of subacute or chronic disease... 


New Aristocort Forte 


TRIAMCINOLONE 


Diacetate Parenteral Suspension Lederle 


highly effective repository action with single, 
or infrequent, I. M. injections 


Single I.M. doses of ARISTOCORT FORTE 4 to 7 times the usual daily oral 
dose can control symptoms 4 to 7 days, or even longer —sometimes up to 4 weeks 


in responsive conditions. . .. Total amount of steroid required is a 
often less than with oral forms. Thus, steroid side effects are al ee tn 
minimized. Another advantage of ARISTOCORT FORTE: may » hs 


be given through a small-gauge needle, causing the patient no 
discomfort ... plus the special advantages of triamcinolone. 


INDICATIONS: Asthma and other allergies, including allergic rhinitis, 
hay fever, drug reactions; dermatoses, including psoriasis, poison ivy, 
urticaria, atopic eczema, pruritus; rheumatoid arthritis and other 
musculoskeletal conditions. 


ARISTOCORT FORTE Parenteral — a suspension of 40 mg./cc. of 
triamcinolone diacetate micronized in: polysorbate 80 USP... .0.20%; 
polyethylene glycol 4,000 USP ...3%; sodium chloride... 0.85%; 
benzyl alcohol ... 0.90% ; water for injection q.s.... 100%; 
hydrochloric acid to approx. pH 6. 


Not For Intravenous Use 


Request complete information on indications, dosage, precautions and 
contraindications from your Lederle representative, or write to 
Medical Advisory Department. 


LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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IMPORTED OLD-WORLD 
APOTHECARY JARS 


Hand-made and decorated at the 
famous West German 
Pottery Works of Anton Herr. 


WRITE FOR COLORFUL FOLDER 
ILLUSTRATING STYLES and SIZES 


Medical Times 
Querseas, Ine. 


Dept. M, 1447 Northern Bivd. 
Manhasset, N. Y. 


A listing of important national 
and international medica! conferences 


Calendar 
of Meetings 


SEPTEMBER, 1961 


Dublin, Ireland. International Cardiovascular Society 
Congress, Sept. 7-9. Contact: Dr. H. Halmovici, 715 
Park Ave., New York 21, N. Y. 


Munich, Germany. International Congress of Neuro- 
pathology. Sept. 4-7. Contact: Dr. Webb Haymaker, 
Armed Forces Institute of Pathology, Walter Reed 
Army Medical Center, Washington 25, D. C. 


Rome, Italy. International Congress on Rheuma- 
tology, Sept. 3-7. Contact: Prof. Camillo Benso 
Ballabio, Clinca Medica Generale, Via F Sforza 35, 
Milan, Italy. 


Augsburg, Germany. Postgraduate Congress of Prac- 
tical Medicine, Sept. 22-24. Contact: Prof. Schretzen- 
mayr, 19 Schalezlerstrasse, Augsburg, Germany. 


Vienna, Austria. World Congress of Gynecology and 
Obstetrics, Sept. 3-9. Contact: Prof. Tassilo Antoine 
c/o Universitat-Frauenklinik, I, Spitalgasse 23, Vienna 
9, Austria. 


Sao Paulo, Brazil. Inter-American Congress of Radi- 
ology, Sept. 3-10. Contact: Dr. Walter Bomfim- 
Pontes, Rua Cesario Motta, No. 112, Sao Paulo. 


Rome, Italy. International Neurological Congress 
Sept. 10-15. Contact: Giovanni Alema, Secretary 
General of the 7th International Neurological Con- 
gress, Viale Universita, 30, Rome. 


Calendar Concluded on page 168 
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B-D MULTIFIT 


Interchangeable Syringe 
cuts breakage, replacement costs 
and assembly time—every plunger 
fits every clear glass barrel 


B-D YALE 


Sterile Disposable Needle 
provides greater safety through 
new design features — sharper 
points, tamper-proof packages, 
protective sheaths, sure-grasp hubs 


git 
a B-D 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


B-D, YALE, DISCARDIT and MULTIFIT are trademarks 80360 
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MEETINGS Concluded from page 166a 


Rome, Italy. International League Against Epilepsy, 
Sept. 10. Contact: Dr. R. Vizioli, Viale dell Uni- 
versita, 30, Rome. 


Toronto, Canada. International Tuberculosis Confer- 
ence, Sept. 10-14. Contact: Dr. C. W. L. Jeanes, 265 
Elgin St., Ontario 4, Canada. 


Rio de Janeiro, Brazil. World Medical Association 
Sept. 15-20. Contact: Dr. Heinz Lord, 10 Columbus 
Circle, New York 19, N. Y. 


Washington, D. C. International Congress of Derma- 
tology, Sept. 9-14. Contact: Dr. Clarence S. Livin- 
good, Henry Ford Hospital, Detroit 2, Mich. 


Paris, France. International Congress on Psychoso- 
matic Medicine, Sept. 12-15.Contact: Dr. L. Chertok, 
c/o Societe Francaise de Medicine Psychosomatique, 
54 av de la Republique. Villejuif (Seine), Paris, 
France. 


Naples, Italy. International Symposium on Chemo- 
therapy, Sept. 14-17. Contact: Prof. P. Preziosi, 
Casella postale 266, Naples, Italy. 


OCTOBER 


Cleveland, Ohio. Society for Clinical and Experi- 
mental Hypnosis, October 4, 5, 6. Contact: Dr. Dezso 
Levendula, 10900 Carnegie Ave., Cleveland 6, Ohio. 


New York, N. Y. International Congress of Aller- 
gology, Oct. 15-20. Contact: Dr. William B. Sherman, 
60 East 58th St., New York 22, N. Y. 


Geneva, Switzerland. International Congress on 
Therapeutics, October 6-8. Contact: Dr. P. Rentch- 
nick, Case Postale 229, Geneva, Switzerland. 


Lago Maggiore, Italy. Italian Society of Gastroenter- 
ology, Oct. 2-3. Contact: Prof. A. Gasbarrini, via 
Murri 3, Bologna, Italy. 


Niagara Falls, Ontario, Canada. Canadian Society 
for the Study of Fertility, Oct. 27-28. Contact: Dr. 
George H. Arronet, Infertility Centre, Royal Victoria 
Hospital, Montreal, Canada. 


Atlantic City, N. J. International College of Surgeons, 
Mid-Atlantic Regional Meeting, Oct. 12-14. Contact: 
Dr. Walter F. James, 1516 Lake Shore Dr., Chicago 
10, Til. 
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NOVEMBER 


Bethesda, Md. International Conference on Measles 
Immunizaiton, Nov. 7-9. Contact: Public Health 
Service, National Institutes of Health, Bethesda 14, 
Md. 


Detroit, Mich. International Symposium on the Eti- 
ology of Myocardial Infarction, Nov. 16-18. Contact: 
Dr. Thomas N. James, Henry Ford Hospital, De- 
troit 2, Mich. 


San Francisco, Cal. International College of Sur- 
geons, Western Regional Meeting, Nov. 19-22. 
Contact: Dr. Walter F. James, 1516, Lake Shore Dr., 
Chicago 10, Ill. 


DECEMBER 
Nassau, Bahamas. Bahamas Surgical Conference, 
Dec. 27-Jan. 6. Contact: Mr. Irvin M. Wechsler, P.O. 
Box 1454, Nassau, Bahamas. 
JANUARY, 1962 
Calcutta, India. Asiatic Congress of Obstetrics and 


Gynecology, Jan. 23-25. Contact: Subodh Mitra, 
M.B., 4, Chowringhee Terrace, Calcutta 20, India. 


FEBRUARY 


Manizales, Colombia. Pan 
Women’s Alliance, Feb. 17-24. Contact: Dr. Bernice 
Sacks, 200 15th Ave., North, Seattle 2, Wash. 


American Medical 


MARCH 


Bal Harbour, Fla. International Anesthesia Research 
Society, March 18-22. Contact: Dr. A. William 
Friend, 227 Wade Park Manor, Cleveland. 


APRIL 


Nassau, Bahamas. Bahamas Medical Conference, 
April 15-28. Contact: Mr. Irwin M. Wechsler, P.O. 
Box 1454, Nassau, Bahamas. 


a O OUR READERS: You are avid travelers— 
as statistics show—taking trips for pleasure and 
relaxation as well as to attend professional 
meetings in this country and abroad. In addi- 
tion, you often prescribe travel for your patients. 
_ Thus, the purpose of this department is to give 
you concise, practical information about one of 
your strong interests—travel. 
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WE GOT OFF TO 
A GCOD START 


PHANTOS \ DLA® anti-obesity capsules 


WAS 
RIGHT HERE 
A SECONO 
AGO 


VICTUALS HE Was 
STOWING AWAY, AS 


OFTEN AS NOT HE HAD 


Each capsule, taken on arising, provides: 
Immediate Release 


Amphetamine sulfate ..........5 mg. 
1/360 gr. 

gr. 


250 and 500. PHantTos-10, bottles of 30 and 250. 


@DAY-LONG ACTION 


Intermediate Release Final Release 
Amphetamine sulfate ..........5 mg. ms Amphetamine sulfate 
Thyroid Thyroid 

Atropine sulfate Phenobarbital 


Cwarning: MAY BE HABIT-FORMING) 


Supplied: Puantos, red and yellow capsules, bottles of 30, Precautions: Should be used with caution in patients 


hypersensitive to sympathomimetic compounds; in cases 
of coronary or cardiovascular disease; and in the presence 


COOPER, TINSLEY Laboratories, Inc., Harrison, N. YY of severe hypertension. 


Samples and literature on request. 
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some people 
are just 
too thin 


Effigies of pitifully emaciated people with ribs showing Tike “corrugated iron,” such as this 
one from Nayarit, are typical of the tendency in primitive Western Mexican art to portray com- 
mon illnesses and pathological deformations. 
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Dianabol 

adds 

working 


and subjective improvement after anabolic therapy with Dianabol. In the chron- 


ically underweight patient, as well as in patients wasted and weakened as a result 


of aging, chronic or acute illness, trauma, or surgery, Dianabol promotes lean 
weight gain (averaging 5'/2 pounds and often exceeding 10 pounds) within several 
weeks. What’s more, by improving weight status and general physical condition, 
Dianabol renews vigor and revives a sense of well-being in the patient who is too thin. 
Advantages of Dianabol over other anabolic agents: 

m@ Dianabol has an unusually favorable anabolic/androgenic ratio. The anabolic 
effects of Dianabol occur at dosages which generally preclude androgenic side 
reactions. In this respect, Dianabol proved superior to 12 other anabolic agents.* 
@ Dianabol is economical. Low in cost, Dianabol is especially suitable for the 
chronically ill patient who may require long-term therapy. 

®@ Dianabol is effective orally. Because it is an oral preparation, Dianabol spares 


patients the inconvenience and discomfort of parenteral drugs. 


SUPPLIED: Tablets, 5 mg. (pink, scored); bottles of 100. For complete information 
about Dianabol (including dosage, cautions, and side effects), see current Physicians’ 


Desk Reference or write CIBA, Summit, N. J. 


*Misurale, F.: Minerva med. 51:996 (March 21) 1960. 


® 
D la n a bol (methandrostenolone CIBA) 2/seeene 


THERAPEUTICS 


New therapies and significant clinical investigations 


abstracted from other journals. 


Schizophrenics Identified 
by Blood Chemistry 

Schizophrenia can be identified in a signifi- 
cant number of cases on the basis of a blood 
test reported six Detroit researchers. 

Schizophrenia is a severe mental disorder 
and the most common form of mental illness. 
It involves a loss of contact with reality and 
disintegration of the personality. 

The researchers said they had made studies 
‘ which “demonstrated that schizophrenic pa- 
tients could be differentiated from nonschizo- 
phrenic subjects biochemically in a significant 
number of cases.” 

The study lends support to previous reports 
implicating a blood factor as significant in pro- 
ducing a disturbance of the body’s metabolism, 
or chemistry, in schizophrenia, the authors 
said. 

The significance of the findings in the de- 
velopment of schizophrenia is not known, they 
said. The chemical differences found in schizo- 
phrenics may be purely a phenomenon second- 
ary to a complex disease process, they said, 
but on the other hand, may represent an im- 
portant factor associated with the symptoms 
of the illness itself. 

Further investigations are under way to de- 
lineate the importance of these chemical fac- 
tors in the schizophrenic process, they said. 
These include efforts to isolate the blood factor 
involved. 

The same investigators confirmed results 
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obtained with a group of schizophrenics at the 

Lafayette Clinic, Detroit, with a similar study 

of another group at the National Institute of 
Mental Health, Bethesda, Md. 

CHARLES E. FROHMAN, PH.D., 

GARFIELD TOURNEY, M.D., 

PETER G. S. BECKETT, M.D., 

HELEN LEES, PH.D., L. KENNETH LATHAM, 

and JACQUES S. GOTTLIEB, M.D. 

Arch. of Gen. Psych., 1961 


Candida Albicans in Human Sputum 


Sputum specimens from fifty-five patients, 
thirty-four hospital employees and 30 healthy 
medical students were studied for the presence 
of fungi. 

Fifty-five percent of the patients, thirty-six 
percent of the hospital employees, and twenty 
percent of the medical students yielded sputum 
specimens positive for candida species. Approx- 
imately half these species were identified as 
Candida albicans. One medical student pro- 
duced sputum that yielded a non-pathogenic 
cryptococcus. 

It is believed that the source of the candida 
found in the sputum specimens was the mouth 
and that little significance can be attached to 
the finding of candida in the sputum in the 
diagnosis of candidiasis of the lung. 

GERALD L. BAUM, M.D. 


The New Eng. J. of Med. (1960) Vol. 263, No. 2, 
Pp. 70-73 


Continued on page 174a 
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acute conjunctivitis before treatment clinical photographs 


truly soluble—for fast relief of inflammation 


0.1% OPHTHALMIC SOLUTION 


: ® 
oDecadron 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 


INDICATIONS: Trauma—mechanical, chemical or thermal; inflammation 
of the conjunctiva, cornea, or uveal tract involving the anterior seg- 
ment; allergy; blepharitis. 

CAUTION: Steroid therapy should never be employed in the presence 
of tuberculosis or herpes simplex. 

NeoDECADRON is also available as the ophthalmic ointment (.05%). 
Ointment and solution are available with dexamethasone 21-phos- 
phate alone: DECADRON® Phosphate Ophthalmic Solution and 
DECADRON Phosphate Ophthalmic Ointment. 


@ unexcelled steroid activity ¢ in true 
solution for peak effectiveness... 
maximal contact at the site of the 
lesion @ superior patient comfort— 
no irritating particles® quick-acting, 
broad antimicrobial activity. 


Additional information is available to physicians on request. 
NeoDECADRON and DECADRON are trademarks of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa. 


4 days after treatment 


MODERN THERAPEUTICS—Continued 


Abortion 

A recent addition to the age-old controversy 
concerning abortion has been contributed by 
Eugene Quay, a retired tax and corporate 
lawyer, and a life member of the American 
Law Institute. His article is believed to repre- 
sent the most complete assembling of medical 
opinion and legal codes available. 

There appears to be a move toward relaxing 
statutory bans against criminal abortion. It 
comes at a time when the medical profession 
has all but ruled out therapeutic abortion as 
a life-saving measure. Also, it would tend to 
nullify the distinction between the criminal 
abortionist and the distinguished obstetrician. 
The author shows the building up of a long 
list of indications for therapeutic abortion, and 
the gradual abandonment of one after another 
as extensive clinical experience demonstrated 
greater effectiveness of nonsurgical treatment. 


"Now, Jones, don't let it get back 
to the house staff . . . but that 
intern had the right diagnosis all along! 


The new Model Penal Code would justify 
abortion whenever two physicians declared in 
writing their belief that there was substantial 
risk of impairment of the physical or mental 
health of the mother, or of the birth of a 
mental or physical defective. Included are 
pregnancies resulting from rape or incest. It 
is pointed out that the wording makes use of 
general terms which could be variously inter- 
preted. According to the code, the physician 
requires only to have an unrevoked state li- 
sense to perform the operation in any sort of 
institution. 

With advances of medical knowledge regard- 
ing conditions formerly believed to be inimical 
to normal pregnancies, the physician has de- 
creased rather than increased need for thera- 
peutic abortions; the pressure for legalized 
abortion has a basis in nonmedical factors. It 
seems obvious, also, that, with abortions made 
easy, less effort and study will be put forth to 
understand and cope successfully with difficul- 
ties presented by unusual circumstances. In 
other words, medical progress will remove the 
hazards formerly left to, therapeutic abortion. 


Surgical Treatment of Bullous Emphysema 


Bullous emphysema may be treated with 
gratifying and even dramatic results in properly 
selected patients. Of the 37 patients presented, 
8 achieved an excellent result, 18 were improved, 
and 3 were improved only temporarily. Five 
of the patients in this group have died from 
progression of their disease, and in three fol- 
low-up examinations have not been made. It 
is believed that good results from surgical 
therapy will result from conservative operations 
performed on symptomatic patients who have 
localized disease and have an emphysematous 
bulla or bullae occupying at least the area of 
one lobe of one lung. 

JOHN L. KEE, JR., M.D., ROBERT R. SHAW, M.D. 
AND DONALD L. PAULSON, M.D. 
J.A.M.A. (1960), Vol. 173, No. 10, Pp. 1093-1097 


Continued on page 178a 
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For Symptomatic Frelief of Colds 


TABLETS 


a new combination* designed to relieve a wide variety of symptoms 
encountered in respiratory tract infections, including the common cold 


each Hycomine Tablet contains: 


@ antitussive and smooth 6.5 mg. HYCODAN® [5 mg. dihydrocodeinone 
muscle relaxant — bitartrate (warning: may be habit-forming) 
and 1.5 mg. homatropine methylbromide] 
@ antihistaminic — 2 mg. chlorpheniramine maleate 
@ nasal decongestant — 10 mg. phenylephrine hydrochloride 
@ analgesic and antipyretic— 250 mg. N-acetyl-p-aminophenol 
e mild stimulant — 30 mg. caffeine 


DOSAGE: Average Adult Dose: 1 tablet four times a day. May be habit forming. 
Federal law permits oral prescription. 


Literature on request 


>. ® 
Endo ENDO LABORATORIES «¢ Richmond Hill 18, New York 


*U. S. Pat. 2,630,400 


Lifts depress 


You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 
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calms anxiety! 


Smooth, balanced action lifts 
depression as it calms anxiety... 


Balances the mood—no “seesaw” 
effect of amphetamine-barbiturates 
and energizers. While amphetamines 
and energizers may stimulate the patient 
—they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate 
combinations may counteract excessive 
stimulation—they often deepen depression. 


In contrast to such “seesaw” effects, 
Deprol’s smooth, balanced action lifts 
depression as it calms anxiety—both at the 
same time. 


rapidly and safely 


Acts swiftly — the patient often feels 
better, sleeps better, within a few 
days. Unlike the delayed action of most 
other antidepressant drugs, which may 
take two to six weeks to bring results, 
Deprol relieves the patient quickly — often 
within a few days. Thus, the expense to 
the patient of long-term drug therapy can 
be avoided. 


Acts safely — no danger of liver 
damage. Deprol does not produce liver 
damage, hypotension, psychotic reactions 
or changes in sexual function—frequently 
reported with other antidepressant drugs. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobomate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 


WALLACE LABORATORIES/ Cranbury, N. J. 


| 
| ° 


MODERN THERAPEUTICS—Continued 


Primary Mediastinal Echinococcosis 
The clinical and pathologic features of medi- 
astinal echinococcosis are discussed in the light 
of six cases herein presented and a review of 
seventy-four cases reported in the literature. 

In our patients a mediastinal location oc- 
curred in 6 per cent of echinococcosis in all 
sites. The frequency of subpleural-mediastinal 
location and the role of the subpleural plexus 
in the pathogenesis of mediastinal echino- 
coccosis is emphasized. 

Mediastinal hydatid cysts are usually multi- 
vesicular, except for those in the middle 
mediastinum. 

Fifty-five per cent of all cases of mediastinal 
hydatid cysts were located in the posterior 
mediastinum. Erosion of the ribs and vertrebrae 
and compression of the spinal cord occurred in 
57 per cent of all posteromediastinal hydatid 
cysts. In 36 per cent of cases the mediastinal 
echinococcosis was located in the anterior 
mediastinum; compression of trachea with se- 
vere dyspnea or strangulation was the major 
complication. In echinococcosis of the middle 
mediastinum (9 per cent of all cases), com- 
pression and erosion of the great vessels is the 
main danger. 

Briefly summarized is the differential diag- 


"That's negative thinking, Mr. Bosley, 
you must say to yourself, 'I'm going to 


pay for this psychiatric treatment’. 


nosis of mediastinal echinococcosis from other 
mediastinal cysts and tumors, as well as from 
mediastinal ossifluent hydatid abscess arising 
from vertebral echinococcosis, from cardio- 
pericardial hydatid disease and from para- 
mediastinal echinococcosis. 

Various approaches in the surgical treatment 
of mediastinal echinococcosis are discussed. 

J. ROKOWER, M.D. AND H. MILWIDSKY, M.D. 
The Am. J. of Med. (1960), Vol. 29, No. 1, Pp. 73-83 


Sodium Content of Antacids 

One patient had Laennec’s cirrhosis and 
bleeding esophageal varices and another 
congestive heart failure and a duodenal ulcer. 
In both patients, a sudden deterioration, with 
accumulation of edema fiuid, was associated 
with the administration of antacids. 

There is 2 method for measuring the sodium 
and potassium content of antacids. The results 
from use of this method of measurement show 
that the currently popular antacids contain 
between 11.9 to 269.7 mg. of sodium per ounce. 
The source of sodium is not always known, but 
may be due in part to the use of sodium 
carboxymethylcellulose as an emulsifying and 
suspending agent and the use of sodium 
compounds in the production of aluminum 
hydroxide or in the sodium compounds used 
preservatives. An_ effective, palatable, 
nonconstipating calcium carbonate-magnesium- 
oxide suspension with negligible amounts of 
sodium can be prepared. 

Addendum: Since completion of this study, 
Bleifer and associates reported on the sodium 
content of four antacids, using a different 
technique of measurement. The results are 
comparable to ours, and it was also 
demonstrated that the antacid sodium was 
absorbed and resulted in increased urinary 
excretion of sodium in normal persons. 

DAVID RIMER, M.D. AND 


MARJORIE FRANKLAND, A.B. 
J.A.M.A. (1960), Vol. 173, No. 9, Pp. 995-998 
Continued on page 180a 
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and even helps eradicate 
lomonads by restoring the 
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MODERN THERAPEUTICS—Continued 


In 37 cases of acute epiglottitis in patients 
admitted to a children’s hospital over a 
nine-year period, there was (1) no significant 
sex difference; (2) a moderate seasonal 
predominance (spring and early summer); 
(3) occurrence chiefly in preschool groups, 
84% of the patients being between the ages of 
1 and 5 years; (4) tracheotomy required in 
34% of the patients; (5) mortality of 8%; 
three deaths, two in patients who were dead on 
arrival; and (6) bacterioligical evidence of a 
low incidence of Hemophilus influenzae B as 
the offending organism, implying that epiglottic 
cultures only are not reliable and that blood 
cultures should be obtained routinely on 
admission. 

The course and onset of epiglottitis are 
abrupt; in many instances, it proceeds from a 
first symptom to severe respiratory obstruction 
in four to six hours. Obstruction of the airway 


"Like your pad for the next few 
weeks will be the City Hospital, man!” 


is secondary to the marked endema of the 
epiglottis, which diminishes the glottic chink. 
The bolus of mucus impacted in the narrowed 
chink may cause complete respiratory obstruc- 


tion. Management consists of constant 

observation, the use of oxygen and humidifica- 

tion, administration of specific antibiotics and 
steroids, and early tracheotomy as indicated. 

ROY R. VETTO, M.D. 

J.A.M.A. (1960), Vol. 173, No. 9, Pp. 990-994 


The Use of Lactobacillus Acidophilus 
The therapeutic use of certain strains of 
bacteria is not new. It is known that different 
strains of intestinal bacteria live together in a 
natural equilibrium and that they play a vital 
role in synthesizing certain essential nutrients. 
Untoward conditions which develop and kill 
normally occurring bacteria permit the over- 
development of pathogenic bacteria, yeasts and 
fungi, and disease results. To combat this over- 
growth of harmful organisms, the equilibrium 
of normal bacterial flora must be restored. 
Metchnikoff reported the beneficial effects of 
bulgaricus milk. Much later, Rahe demon- 
strated that the natural habitat of lactobacillus 
acidophilus was the human intestinal tract. The 
authors have charted 59 cases which were 
treated with lactobacillus acidophilus, Bacid, 
which, in capsule form, is a dried viable cul- 
ture. Abdominal symptoms included antibiotic 
diarrheas, infectious diarrheas, colostomies with 
either diarrhea or constipation, constipation 
from drugs, mucous or spastic diarrhea, diver- 
ticulitis, ulcerative colitis, abnormal fermenta- 
tion, and results of treating amebiasis. With 
the exception of two cases, the condition under 
treatment responded favorably to the Bacid, 
usually within 24 hours. In some instances it 
was noted that the symptoms recurred if the 
administration of Bacid had been terminated 
too early. 
CHARLES BECK, M.D. and H. NECHELES, M.D. 
Am. J. of Gastroent. (1961), 35:522-530 


Continued on page 186a 
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ARTANE helps restore a significant degree of function to the Parkinsonism patient. It 
also improves akinesia, offsets mental depression and controls oculogyria. ARTANE has 
remarkably low toxicity and is well suited for the 


greatest number of patients. It is highly effective 
in all types of Parkinsonism, and in controlling 
Parkinsonoid reactions to ataractic therapy. Sup- 
plied: Tablets, 2mg.and 5 mg.; Elixir,2mg./5cc. 


Trihexyphenidy! HCI Lederle 
Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle Representative or write to Medical Advisory Department, 


QD LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 


After 10 weeks 
of therapy — 

a Clear skin, 

a new personality, 
a new world of 
fun and laughter 


pHisoHex, used as a daily, exclusive 
wash, enhances any treatment for 

acne. Because it contains 3 per cent 
hexachlorophene, it supplies continuous 
antibacterial action to help combat 

the infection factor. pHisoHex 

cleanses better than soap because 

it is 40 per cent more surface-active. 


Used together, pHisoHex and new 
keratolytic pHisoAc Cream provide 
basic complementary topical therapy 
for patients with acne—to unplug 
follicles and to help prevent 
comedones, pustules and scarring. 


New pHisoAc Cream dries, peels and 
helps degerm the skin; flesh-toned, it 
tends to hide acne lesions as they heal. 
pHisoHex, in unbreakable squeeze 
bottles of 5 oz. and NEw plastic bottles 
of 1 pint; pHisoAc in 11% oz. tubes. 
pHisoHex and pHisoAc, trademarks reg. U.S. Pat. Off. 


iithnop LABORATORIES 
New York 18, N.Y. 


CLINICAL PHOTOGRAPHS 


Acne vulgaris before treatment 


For treatment at home, this patient 
washed her face daily with pHisoHex 
and kept pHisoAc on her face twenty- 
four hours a day. 


Nine office treatments consisted of 
mechanical removal of blackheads and 
applications of carbon dioxide slush. 
No other medication was given. 


After 10 weeks of therapy 


For Acne-PHISOHEX’ and 


antibacterial, nonalkaline, nonirritating, 
hypoallergenic detergent 


pHisoAc’ cream 
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the nign- ency multivitamin Tror 1 Robins 
promoted to the profession only...Adab 
Tne responsi or vit .Tnerapv snouldad pe exc usively- ASSOC eC 
physician as is the tag on his car bumper. This is why Adabee is promoted to the ; 
, doctor only. A logical, ‘ight formula of A, B, C, and D in therapeutic amounts, , 
require a doctor in the driver's seat. Each yellow, capsule-shaped tablet: 
15-mg.; Riboflavin (B.), 10 mg.; Pyridoxine HCI (B,), 5 mg.; Nicotinamide, 
mg.; Calcium pantothenate, 10 mg.; and Ascorbic acid, 250 mg. Next 
ye + time, prescribe new Adabee. For minerals to go with it, make it Adabee"-M. ©. | 


when G.I. patients 
double up with pain... 
double up on 


symptomatic relief 


(oxyphencyclimine plus ATARAX®) 


In peptic ulcer and functional bowel distress 
ENARAX provides dual relief of symptoms: it de- 
creases acid flow and spasm...and relieves tension. 


Plus protection against flare-ups 
ENARAX works continuously... gives dependable 24- 
hour control, usually with b,i.d. dosage. 


Here’s how: ENARAX combines oxyphericyclimine, an 
inherently long-acting anticholinergic (no slip-ups 
due to coatings or timing devices), plus Atarax,* one 
of the best tolerated tranquilizers, to decrease ten- 
sion without increasing gastric secretion. The result: 
demonstrated success in 87% of cases.' 


Anticholinergics alone are often not enough. But G. |. 
complaints like ‘‘burning,’’ hyperacidity, pain, spasm 
and associated tension have one hopeful thing in 


common: they usually respond to your prescription 
for ENARAX. 


Dosage: The usual dosage is one ENARAX 5 or ENARAX 10 
tablet twice daily— preferably in the morning and before retiring. 
Maintenance dose should be adjusted according to therapeutic 
response. Use with caution in patients with prostatic hyper- 
trophy and only with ophthalmological supervision in glaucoma. 


Supplied: ENARAX 5 (oxyphencyclimine HCI 5 mg., Atarax 25 


mg.) and ENARAX 10 (oxyphencyclimine HCi 10 mg., Atarax 
25 mg.), bottles of 60. 


1. Hock, C. W.: Am. J. Gastroenterol. 34:293 (Sept.) 1960. 
*brand of hydroxyzine 


FOR HEMATOPOIETIC STIMULATION WHERE OC. 
CULT BLEEDING IS PRESENT: HEPTUNA® PLUS — 
Balanced Hematinic Formula 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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(VOL. 89, NO. 9) SEPTEMBER 196! 


| are turning to 
diaphragm of choice 
Folds behind pubic bone with action, 
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MODERN THERAPEUTICS—Continued 


Reduce Reactions 
to Measles Vaccine 

Gamma globulin, a component of blood 
plasma, has been found to reduce unfavorable 
reactions to a live attenuated measles-virus 
vaccine, a group of medical researchers re- 
ported. 

A “marked reduction” of reactions among a 
group of school children successfully immu- 
nized with a globulin-modified measles-virus 
vaccine was reported. 

The authors said this method of vaccination 
would allow large-scale measles immunization 
programs. 

Earlier studies indicated that the measles 
vaccine was effective, but caused fever and 
rash in some vaccinees. 

“Previous experience with attenuated 
measles-virus vaccines administered by various 
routes revealed a high incidence of reactions 
which, in our opinion, would preclude the use 
of these vaccine for mass immunization,” the 
researchers said. 

In their study, involving 158 susceptible 
school children in St. Joseph, Mo., each child 
was given an intramuscular injection of the 
measles vaccine and, three to five days later, 


— 


"Miss Gillis, that's ileal strangulation, 
not illegal strangulation!" 


an intramuscular injection of gamma globulin. 

“Of this group, 143 children (91 percent) 
were successfully immunized by this method 
without an appreciable number of clinically 
significant reactions,” the authors reported. 

“Only four percent of the group had fever 
in excess of 103 F, and nine percent had 
abnormal temperatures lasting for three or more 
days. 

“Rash was observed in 4 percent to 17 per- 
cent of children who were immunized by the 
combined method. 

“Constitutional symptoms and mild respira- 
tory manifestations of measles vaccine infec- 
tion were limited to the few children who ex- 
perienced febrile reactions in excess of 103 F.” 

The group also reported that the vaccine 
modified by gamma globulin proved to be as 
potent an immunizer as the vaccine given by 
injection without globulin. 

“The desirability of having a method of 
vaccination with low reactivity and high im- 
munogenicity cannot be questioned,” the re- 
searchers said. “Standardization of the proce- 
dure to assure a high degree of effectiveness 
should not be difficult.” 

They concluded: “Although attenuated 
measles vaccines are highly immunogenic, it 
is our opinion that, in their present state of 
modification, these viruses are not suitable for 
community use. 

“Until a less reactive vaccine is developed, 
the use of a combined immunization procedure 
employing gamma globulin, and attenuated 
vaccine would appear to be the only practical 
method for large-scale immunization against 
measles presently available.” 

FRED R. MCCRUMB JR., M.D., 

RICHARD B. HORNICK, M.D., 

SHELDON KRESS, M.D., 

ANN E. SCHLUEDERBERG, SC.D., 

MERRILL J. SNYDER, PH.D., 

THOMAS BIGBEE, B.S. 

and SAMUEL MUSSER, M.S. 

American Journal of Diseases of Children, June 1961 


Continued on page 190a 
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“SEEING YELLOW” ON DIGITALIS LEAF 61-year oldmale with syphilitic heart disease, cardiac 


enlargement Grade II, sinus rhythm, right bundle block and aortic insufficiency. Evaluated to be in class IlI-C. 
For 11 months, he took 0.1 Gm. of digitalis leaf daily. Admitted to hospital because of nausea, vomiting and 
disturbance in color-vision. Medication was discontinued for 30 days, after which he was redigitalized with 
digitoxin and discharged on 0.1 Gm. digitalis leaf daily. Four days later he was readmitted with nausea, vomiting, 
disturbed color-vision. Digitalis again discontinued for 5 days and toxic symptoms disappeared. Patient then 
placed on GITALIGIN, 0.5 mg. per day. There were no toxic signs or symptoms and failure was well controlled. ' 


“DIGITALIS TOXICITY IS SEEN WITH INCREASING FREQUENCY TODAY...” 


for maximal digitalis activity with minimal toxicity 


“,..patients who became toxic very readily with other agents 
could later be satisfactorily digitalized with gitalin (GITALIGIN).”* 
Wider margin of safety—frequently effective in patients refractory to 
other digitalis glycosides + broader clinical utility—therapeutic dose 


; only ¥s the toxic dose + faster rate of elimination than digitoxin or digi- 


talis leaf. 3 Supplied: 0.5 mg. scored tablets—bottles of 30 and 100. 
1, Dimitroff,S. P etal.:Ann. int. Med.39:1189,1953 2. Pastor, B. H.: GP 22°85,1960. 


tamorphous gitalin, White WHITE LABORATORIES, INC.-> Kenilworth, New Jersey 
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When 
there’s a 
pram in her 
future, 
she'll need 


Pramilets” 
today 


Comprehensive vitamin-mineral 
support with just 1 Filmtab® daily 


No one’s ever said that looking ahead isn’t 
a wise idea. (Granted, in time to come, 
thought will have to be given to diaper 
laundering.) However, perhaps little 
mother-to-be should take first things first. 


Between now and arrival day, for in- 
stance, there’s probably nothing that’ll 
take precedence over the sound diet you'll 
prescribe for her. And Pramilets—with its 
stepped-up formula—more than ever com- 
plements the established regimen. 


What’s in order? Calcium? She gets a gen- 
erous allowance with Pramilets. Iron? 
Pramilets provide a solid 40 milligrams of 
elemental iron (ferrous fumarate — the 
kind that’s best-tolerated). As for the bal- 
ance of the improved Pramilets formula, 
among the significant nutrients, vitamins 
C, Bs and B. have all been increased. 


Finally, some of Pramilets’ patient-pleas- 
ing features: Convenient dosage — one a 
day, usually . . . a compact size tablet . . . 
and anattractive bottle for table or dresser. 


Pramilets supplied in bottles of 100 and 
1000 Filmtabs — and new 180-Filmtab 
Economy Bottle. Also available: Prami- 


lets-F (Rx only) with Folic Acid. ca 


109240 


FILMTAB — FILM-SEALED TABLETS, ABBOTT; U.S. PAT. NO. 2,881,085. 


(VOL. 89, NO. 9) SEPTEMBER 196! 


‘ 
| 
| 

| 


MODERN THERAPEUTICS—Continued 


New Test Found for Detecting Cancer 
A new laboratory test for detecting cancer— 
based on enzyme activity—was reported. 
The test could help physicians treat patients 
in whom there is an abnormal and unexplained 
escape of fluid into various parts and tissues of 
the body, a possible sign of cancer. 
Determining whether patients with this 
symptom, termed effusion, have cancer is 
a “difficult challenge,” according to Dr. 
Russell J. Erickson, Cancer Research Institute, 
University of California School of Medicine. 
Based on earlier studies which showed that 
the activity of the enzyme lactic dehydrogenase 
(LDH) was associated with the presence of 
cancer, Erickson studied LDH activity in 
samples of effusion fluids taken from the lung 
and stomach area of 14 patients. 
The results indicated that “LDH activity in 
effusion fluids can be used as a diagnostic test 
in the detection of malignancy,” he reported. 


Effusions of non-malignant origin generally 
exhibited less LDH activity than did effusions 
of malignant origin, he said. Effusions 
containing pus or involving massive tissue 
destruction were the only exceptions, he said. 

The difference between LDH activity in 
malignant and non-malignant pusless fluids 
was “statistically significant,” he said. 

The study also indicates that cancer can be 
detected in patients with tuberculosis and 
cirrhosis, a liver ailment, which also has been a 
difficult diagnostic problem, Erickson said. 

Furthermore, he said, the value of the test is 
enhanced by its simplicity. 

LDH acts as a catalyst in the chemical 
processes of the body as do all enzymes. 
Earlier studies suggested that effusion fluids 
might pick up LDH from a nearby cancerous 
growth. RUSSEL J. ERICKSON, M.D. 
J. A. M. A., June 1961 


Concluded on page 194a 


In PAR 


e Lessens rigidity and tremor 


e Energizes against fatigue, 
adynamia and akinesia 


¢ An effective euphoriant 
Thoroughly compatible with 


NISM 
isipal 


controls so many symptoms of the syndrome 


®* 


e Highly selective action 


e Potent action against 
sialorrhea 


¢ Counteracts diaphoresis, 
oculogyria and blepharo- 


other antiparkinsonism spasm 
medications e Well tolerated—even in 
Dosage: usually 1 tablet (50 mg.) t.i.d. presence of glaucoma 


May be used in combination with other 


antiparkinsonian drugs. 


*Trademark of B des-Sth & Ph i 
U. S. Patent No. 2,567,351. Other patents pending. 


Northridge, California 
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\ 


the problems 


reducing 


® 
Endurets® 


brand of phenmetrazine HCI prolonged-action tablets 


an oxazine... 
not an amphetamine 


Unsurpassed Effectiveness 
In all controlled clinical studies, Preludin has 
produced impressively greater weight loss 


than placebo tablets regardless of the de- 
=> a" ; gree of enforcement of dietary restriction. 
Exceptionally High Tolerance 


Reports are numerous of successful use of 
Preludin in cases intolerant of other anorex- 
iants. 

Flexibility of Dosage 

Available as scored tablets of 25 mg. for 
b.i.d. or t.i.d. administration and also as 
Endurets®, 75 mg., for once daily administra- 


Precautions and Contraindications 

Although there have been no reports of significant toxic 

to Preludin, on theoretical grounds it should not be given to pa- 

tients with severe hypertension, thyrotoxicosis or acute coronary 

disease. 

Preludin may be used with caution in cases of moderate hyper- “s : : : 

'e sion and decompensation. ‘ Geigy Pharmaceuticals 


Preludin®, brand of phenmetrazine hydrochloride. 3 fie: . Division of Geigy Chemical Corporation 
Uider license from C. H. Boehringer Sohn, Ingelheim. *S Ardsley, New York 


q PR 877.61 


is pharmaceutical 


advert 


really 


“advert 


of course it is, though some have called it 


“education” .. . not really “advertising.” 


Of course it’s “advertising”... a frankly competitive activity of the Ameri- 
can private enterprise system to which this industry belongs. Of course it’s 
“advertising”. ..created in the hope of getting the physician to note and read; 
of persuading him, by setting forth proven indications and advantages, to 
learn about a drug; and of thereby helping him alleviate suffering or cure dis- 
ease by prescribing it. 


“Advertising”? Surely! BUT indisputably different from any other adver- 
tising in the world (which is just what has led people to devise various dif- 
ferent names for it). For in its proper role it communicates the vital information 
. .. good, bad, and indifferent .. . and it keeps the physician abreast of each 
useful new clinical application and each new danger revealed during increas- 
ing use of the drug. 


There’s been a lot of talk about “over-advertising”, and there may have been 
occasional excesses. But consider the potential dangers, in this era of astonishing 
new drugs, of “under-advertising”. . . in view of the complexity of modern drug 
therapy; the lag of 6 to more than 18 months before the appearance of defini- 
tive medical articles on new drugs; and the fact that there is no other source of 
such comprehensive information about a new agent as the company that ran it 
through the crucial gauntlet of animal pharmacology and clinical investigation. 


This message is brought to you on behalf of the producers of prescription drugs. 
For additional information, please write Pharmaceutical Manufacturers Associa- 
tion, 1411 K Street, N.W., Washington 5, D.C. 
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ars 
P 


FOR DISPLAY, HOME, OR GIFT PURPOSES 


These beautiful decorative Jars are 
hand made and painted by the 
skilled craftsmen of the famous 
Anton Herr Pottery Works of 
Germany. They are suitable as 
Collector’s items, prizes, gifts, etc. HB 14 HB 9 
Money promptly refunded if not 


satisfactory. HB 14. Jar Boppard," decorated 


with roses, 12" high. ....$23.65 
PLEASE ORDER BY NUMBER. HB 9. Jar “Mauritius” wooden 


Add 10% to orders up to $10.00, top cover, 7!/2" high... $11.80 
5% to orders up to $50.00, 3% to HB 27. Can “Coat-of-Arms” de- 
orders over $50.00 for postage, sign, 10/2" high " 
packing and insurance. 


HB 21 HB 15 HB 18 HB 4la 


HB 21. Bottle Angelus” HB 16. Jar “Franz” design 
(colored) 91/2" high $7.2 


HB 41a. Liqueur Bottle 
HB 15. Jar “Boppard” “design “Apothecary Design" 
high $8.80 igh 


(Exclusive U.S. Agents for Anton Herr Pottery Works) 
1447 Northern Boulevard, Manhasset, N. Y. 


Jar “Pogena” 


9 
Jar “Hamelin” design 
high 
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HB 27 
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$6.50 
| 
HB 12. Jar "Delft" (colored) 
HB 8. Jar “Hanau" design 
HB | HB 12 HB 2 HB 8 
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MODERN THERAPEUTICS—Concluded 


Closed Chest Cardiac Massage 
Closed-chest cardiac massage has been 
proved to be effective in cases of cardiac arrest. 
It has provided circulation adequate to maintain 
the heart and the central nervous system, and 
it has provided an opportunity to bring a 
defibrillator to the scene if necessary. Supportive 
drug treatment and other measures may be 
given. The necessity for a thoracotomy is 
eliminated. The real value of the method lies 
in the fact that it can be used wherever the 
emergency arises, whether that is in or out of 

the hospital. 

W. B. KOUWENBOVA, DR. ING, 
JAMES R. JUDE, M.D. AND 
G. GUY KNICKERBOCKER, M.S.E. 
J.A.M.A. (1960), Vol. 173, No. 10, Pp. 1064-1067 


Male Hormone Helps in Anemia 


Androgen, the male sex hormone, is helpful 
in treating anemias associated with certain 
malignant conditions, according to a report on 
a small number of patients. 

Although earlier studies have indicated a 
relationship between the production of red 
blood cells and the male sex hormone, andro- 
gen therapy has not been widely used in the 
treatment of anemia, they said. Certain ane- 
mias are caused by a deficiency of red blood 
cells. 

The present study was initiated in 1956 after 
it was observed that anemia occurring with 
breast cancer improved in women who were 
given androgen as cancer therapy, they said. 

It is not known just how androgens improve 
anemias, they said, but there is some evidence 
that the primary effect is related to changes in 
the bone marrow tissue. Red blood cells are 
formed in the bone marrow. 

Dosage requirements have not been defined 
precisely, they said, but larger doses have been 
correlated with a more rapid and complete 
alleviation of the anemias observed. 

Improvement is not rapid, they said, and the 
first benefit to the patient may be related to 
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decreased blood transfusion requirements. 

The results obtained suggest a much wider 
application of androgen therapy, the researchers 
said. 


FRANK H. GARDNER, M.D. and 
JAMES C. PRINGLE JR., M.D. 
Archives of Internal Medicine, June 1961 


Gastric Lesions, Including 
Exfoliative Cytology 
Three hundred consecutive patients with 
symptoms in the upper gastrointestinal tract 
have been studied, with use of all clinical and 
laboratory means available. Exfoliative cyto- 
logical studies proved to be the most accurate 
individual test. Collective evaluation of all 
methods of study produced a greater accuracy 
than did any one test. This overall diagnostic 
approach will produce earlier lesions for sur- 
gical resection and allow earlier institution of 
medical management for benign lesions. 
W. TOM ARNOLD, M.D., JAMES HAMPTON, M.D., 
WALTER OLIN, M.D., HENRY GLASS, M.D. AND 
CATHERINE CARRUTH, R.N. 
J.A.M.A. (1960), Vol. 173, No. 10, Pp. 1117-1120 


Artificial Kidney for Two 

The twin coil artificial kidney, designed for 
one person’s use, has been modified to treat 
two patients at the same time. The three 
Cleveland surgeons said eight patients had been 
treated two at a time on 17 occasions. 

“No adverse reaction was observed in any 
of our patients,” they said. 

The double procedure allows more patients 
to be treated in a given period of time and is 
less expensive since two patients share the cost 
of one unit and less blood is required to prime 
one-half of a twin coil artificial kidney. 

The artificial kidney duplicates the work of 
the human kidney by filtering waste products 
from the blood. 


HAAKON RAGDE, M.D., SATORU NAKOMOTO, M.D., 
AND WILLIAM J. KOLFF, M.D. 
‘ J. A. M. A., May 1961 
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tense 
and anxious 
patient... 


a sustained-release tranquilizer 
that does not cause autonomic side reactions 


e WELL TOLERATED, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule — without causing autonomic side reactions and with little or no 
impairment of mental acuity, motor control or normal behavior. 


e ECONOMICAL for the patient — daily cost is only a dime or so more than for 
barbiturates. 


Meprospan-400 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 


Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). 
Meprospan-200, each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


(ff WALLACE LABORATORIES / Cranbury, N. J. 


CME-4199 
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400 mg. meprobamate (Miltown®) sustained-release capsules 


Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Miltown is a known drug and a dependable friend. Its few 
side effects have been fully reported. There are no surprises 
in store for either the patient or the physician. This is why, 
despite the appearance of ‘‘new and different’’ tranquilizers, 
meprobamate (Miltown) is prescribed more often than any 
other tranquilizer in the world. 


4 
q 
= 
x 
: 
or 
| Se 
‘ 
\ 
‘Lf 
7 
: 
J 
atvent 
a ~ 
Af 2 / 


Outstandingly Safe 


cm-4983 


and Effective 


simple dosage schedule relieves anxiety dependably — 
without the unknown dangers of ‘“‘new and different’’ drugs 


) does not produce ataxia, stimulate the appetite or 
alter sexual function 


3 no cumulative effects in long-term therapy 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


5 does not muddle the mind or affect normal behavior 


Miltown 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 

bottles of 50. Also as MEpROTABS* — 400 mg. unmarked, coated tablets; 
and in sustained-release capsules as MEPROSPAN®-400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamate). 


*TRADE-MARK 


Qi WALLACE LABORATORIES / Cranbury, N. J. 
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NEWS AND NOTES 


Selected items of current interest from the fields of medical 


research and education. 


Cleft Palate Prosthesis 

Cleft palate occurs when the developing 
parts of the hard palate or lips do not unite 
correctly. What causes the disturbance in 
growth is not known, but it occurs rather fre- 
quently, about once in every 700 births. Now, 
by the use of a unique device created in the 
Cleft Lip and Palate Institute of Northwestern 
University, edentulous cleft palate victims will 
be able to correct their long-standing problems 
of unclear nasal speech and difficulties with 
proper eating and swallowing. 

The apparatus was described by Morton S. 
Rosen, DDS, Assistant Professor of Prosthetic 
Dentistry, as a system of magnets which anchor 
an upper denture to a gum-colored plastic 
obturator which fits into and above the opening 
of the cleft palate and effectively seals it off 
from the nasal cavity. The apparatus makes 
it possible to close the cleft palate patient’s 
gaping hole in the hard palate despite the fact 
that there are no teeth to which to attach the 
device. The danger of swallowing the bulb is 
prevented by a metal hinge which permanently 
attaches the back of the prosthetic bulb to the 
end of the upper denture. 

In addition to aiding cleft palate victims 
who have difficulty in keeping dentures in 
place, the device should be of great benefit 
and wide application in the case of patients 
who have had part of the hard palate destroyed 
by necessary surgery, or by accidental injuries 
such as gunshot wounds. 
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The Northwestern University Cleft Lip and 
Palate Institute, founded in 1946, is maintained 
for the diagnosis and long-term treatment of 
persons with these problems. The staff is made 
up of members of the various departments of 
the Medical School as well as of the Dental 
School. 


Dr. Chester C. Winter 


Dr. Chester C. Winter, formerly Assistant 
Professor of Surgery at the University of Cali- 
fornia at Los Angeles, is now Professor of 
Surgery and Chief of the Division of Urology 
at the Ohio State University College of Medi- 
cine. 


Incidence of Injuries 
in the Chemical Industries 


Intensified efforts by chemical manufacturers 
to improve on-the-job safety practices has re- 
sulted in a decrease in the frequency rate of 
industrial injuries as compared with the prior 
year. Frequency rate of injuries due to in- 
plant accidents declined from 3.38 per million 
man-hours worked in 1959 to 3.19 per million 
man-hours worked in 1960. The frequency 
rate for injuries last year was less than half the 
rate in 1946. In that year there were 72 par- 
ticipating firms in the “safety drive” while to- 
day there are 112. 

Continued on page 198a 
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to CONTROL DIARRHEA... the traditional and time-tested triad 
of effective and safe agents 


Pleasant taste plus predictable, prompt response in diarrhea 


Parepectolin combines paregoric, pectin, kaolin in a balanced, stable colloidal suspension,  parepectolin; each fluid ounce—Paregoric (equiv- 
with a smooth, creamy consistency and a pleasant, mildly aromatic flavor. Parepectolin  atent) 1.0 dram, Pectin 2.5 gr., Kaolin (specially 
is compatible with antibiotics, and retains its uniform consistency and its good flavor. 


purified) 85 gr. Bottles of 4 and 8 fluid ounces. 


refer WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 
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Coming 


next month . . 


@ Curable Hypertension of Renal Origin 


By Edward M. Mahoney, M. D., Instructor in 
Surgery and Waren R. Guild, M. D., Associ- 
ate in Medicine, Harvard Medical School, 
Brookline, Massachusetts. i 


The Treatment of Advanced Breast Cancer 


By Vincent P. Hollander, M. D., American 
Cancer Society Professor of Internal Medicine, 
Assistant Professor of Biochemistry, and Di- 
rector of the Cancer Program; George Cooper, 
Jr., M.D., Professor of Radiology; and E. 
Meredith Alrich, M. D., Associate Professor 
of Surgery, School of Medicine, University of 
Virginia, Charlottesville, Virginia. 


Tick Paralysis and a Report of Eight Cases 
By Adhemar W. Renuart, M.D. and William 
J. A. DeMaria, M.D., Associate Professor of 
Pediatrics, Department of Pediatrics, Duke 
University Medical Center, Durham, North 
Carolina. 


Who Said You Should Do Psychotherapy? 
By Sidney R. Bolter, M.D., Detroit, Michigan. 


Cation Deficiencies — A Simplified 
Approach 


By M. Bert Myers, M.D., Instructor in Sur- 
gery, Louisiana State University Medical 
School; Visiting Surgeon, Surgical Unit, Char- 
ity Hospital, New Orleans, Louisiana. 


Topical Vitamin A Therapy in Oral 
Keratosis 


By Woodrow S. Monica, D.M.D., Orange, 
New Jersey. 


Special Article: A Short History of Heart 
Survery 


By Anthony D. Migiiore, M.D. and Anthony 
David Migliore, B.S., Arcadia, Florida. 


NEWS AND NOTES—Continued 


Postgraduate Courses in Mental Health 

In response to the growing need of physi- 
cians in general medicine and the various spe- 
cialties for psychiatric education and informa- 
tion, a program of postgraduate education is 
being organized jointly by the Department of 
Mental Hygiene, the New York State Academy 
of General Practice, and the New York State 
branches of the American Psychiatric Associa- 
tion, with the cooperation of the New York 
State Medical Society. The courses, as planned 
at this time, will be similar to the seminars 
conducted in the past. The Department of 
Mental Hygiene will provide staff assistance and 
financial aid through its division of community 
services, and will offer the resources of the 
state hospitals to the local planning committees. 
Directors of community mental health services 
have been urged to take part in the programs. 


Research Grant to Cornell University 
Cornell University Medical College has re- 
ceived a grant of $1,569,607 from the United 
States government in support of research in- 
volving hospital patients with unusual diseases 
or unusual treatments. The grant was awarded 
by the Division of General Medical Sciences 
of the National Institutes of Health on the 
recommendation of the Surgeon General. While 
the grant covers a three-year period, it is 
assumed that this is the initial stage and that 
support of this particular type of clinical re- 
search will be forthcoming over a longer period. 
The project will be carried on in the Metabo- 
lism Ward of the New York Hospital-Cornell 
Medical Center. This ward was founded in the 
Cornell Division of Bellevue Hospital in 1913 
and was moved to its present location in 1932, 
with the union of the Cornell Medical College 
and the New York Hospital. The research will 
largely involve certain patients who are ready 
to go home, but who are willing to continue 
their hospital treatment at the request of med- 
ical scientists. The unit will consist of 20 beds. 
Continued on page 200a 
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all it takes 
for sustained protection in asthma 


One tablet on arising protects One tablet 12 hours later lets the 
through the working day, virtu- patient sleep, reduces the need for 
ally eliminates the need for emer- middle-of-the-night emergency 
gency daytime medication. medication. 


New Tedral 


Sustained-Action antiasthmatic 


™ protects against bronchial constriction = reduces mucous congestion 
= increases vital capacity and ability to exhale = reduces frequency and 
severity of asthmatic attacks = convenient b.i.d. dosage 


Each tablet contains 180 mg. theophylline, 48 mg. ephedrine HCl, 


and 25 mg. phenobarbital. phen 


CHILCOTT 


mokers of TEORAL GELUSIL PROLOID PERITRATE MANDELAMINE MORRIS PLAINS, NJ. 
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NEWS AND NOTES—Continued 


Distinguished Service Awards 
to Professors Emeriti 

To make it possible for distinguished uni- 
versity professors to continue research activi- 
ties after arbitrary retirement age, the Easter 
Seal Research Foundation has announced the 
creation of new and significant awards to be 
known as Distinguished Service Awards for 
Professors Emeriti. The new awards are in- 
tended to encourage and facilitate continued 
research in the field of crippling by retired 
university professors who have demonstrated 
distinguished research competence prior to re- 
tirement. Awards will be made only to retired 
full professors who devote substantial time to 
research and who will have a continuing re- 
search opportunity in a university or other 
major research facility. Individuals in non- 
medical fields related to rehabilitation of the 


crippled are eligible for consideration. The first 
recipient of one of these awards is Dr. Nich- 
olson J. Eastman, Professor of Obstetrics at 
Johns Hopkins University, Baltimore. He will 
receive $5,000 a year for two years. 


Donation to University of Hue 


Several thousand dollars’ worth of pharma- 
ceuticals and other medical supplies have been 
donated to the new medical school of the 
University of Hue in free Vietnam by seven 
American drug manufacturers. The gifts will 
be presented to the University by representa- 
tives of the American Friends of Vietnam and 
of the Catholic Relief Services through whose 
shipping facilities the supplies are being trans- 
ported to Vietnam. 


Continued on page 202a 


ACTS DIRECTLY on dilated cerebral arteries to re- 


duce throbbing and intracranial pressure. 


CONTROLS EMOTIONAL STRESS that causes cer- 


ebral vasodilation and muscular contraction in the 
nuchal and scalp regions. 


REDUCES PERCEPTIVE and reactive components of 
cerebral pain by three distinct actions. 
For literature and clinical supply, write to 
CARNRICK 
G. W. Carnrick Co., Newark 4, N. J. 


NEW for MIGRAINE, 
MIGRAINE VARIANTS, 
TENSION HEADACHES 


COMPOSITION: Each Midrin capsule contains: lsometheptene 
Mucate 65 mg., Dichloralphenazone 100 mg.,and N-acetyl-p- 
aminophenol 325 mg. 

USUAL ADULT DOSAGE: Migraine: Two capsules start, then 
1 every hour until relief is obtained (maximum, 5 within a 
12-hour period). Tension Headache: One or two q. 4 h. (maxi- 
mum: 8 per day). 


for migraine, migraine variants and tension headaches. 


MEDICAL TIMES 


4 
>. ; 
( 
\ 
iP. 
a 
200a 
y 


Wh . th One of the most significant advantages of Orinase therapy is 

| y IS e the rarity of associated hypoglycemic reactions. 

: meth 7 This widely-reported clinical benefit is a function of the 
y exclusive Orinase methyl “governor.” Lending itself to ready 


4a oxidation (principally, it is thought, a hepatic process), the 
) 
“governor methyl group ensures prompt metabolic inactivation of the 


in Orinase Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 


SO that has no hypoglycemic activity at the existing levels. 
As a result of the oxidation of its methyl group, Orinase 


important? shows a decline in activity soon after it reaches its effective 


peak in the plasma. Maintenance dosage serves to reduce blood 
: sugar levels to normal, but rarely below that point, and there 
; is no reported problem of accumulation. 


H.C SO,-N H-CH,(CH,).CH; 


oxidation Orinase 


HOOC 
Orinase Metabolite 


An exclusive methyl “governor” minimizes hypoglycemia 


Indications and effects: The clinical indication for reactions to Orinase are usually not of a serious 
Orinase is stable diabetes mellitus. Its use brings nature and consist principally of gastrointestinal 
about the lowering of blood sugar; glycosuria disturbances, headache, and variable allergic skin 
| diminishes, and such —S- as pruritus, poly- manifestations. The gastrointestinal disturbances 
uria, and polyphagia disappear heartburn) and head 
sage: Th m fer jati ache appear to relat to the size of the Gone. 
regimen for initiati they frequently disappear when dosage is 
is as follows: First day—6 tablets; second day— uced to maintenance levels or the total daily dose 
4 tablets; third day—2 tablets. The daily dose is is"administered. in divided portions after meals. 
then adjusted — raised. lowered or maintained at The allergic skin manifestations (pruritus, ery- 
} the two-tablet level. whichever is necessary to thema, and urticarial, morbilliform, or maculopap- 
maintain optimum control. are transient reactions, which 
Patients receiving insulin (less than 20 units)— istration. ‘skin "reactions, 
discontinue insulin and institute Orinase; (20 to Orinase should be discontinu: an 
40 units)—initiate Orinase with a concurrent 30 
to 500% reduction in insulin dose with a further Cetatees toricity: Orinase appears to be remarkably 
careful reduction as ponse to Orinase is ob- free from gross clinical toxicity on the basis of 
served ore th 40 units)—reduce insulin by experience accumulated during than four 
20% and initiate Orinase with a further careful years of clinical use. Crystalluria or other 
. reduction in insulin dosage as response to Orinase toward ects on renal function hav jot been 
is observed. In candidates for combined Orinase- observed. Long-term studies of hepatic punetion 
{ insulin therapy, an individualized schedule is usu- in humans and experience in over 650,000 dia- 
ally obtainable during a trial course of two or betics have shown Orinase to be remarkably free 
more weeks. of hepatic toxicity. There has been reported only 
Contraindications and side effects: Orinase is ¢on- p- FR ee jaundice related to Orinase 
traindicated in having juvenile or growth- pre- Sine. which” rapial 
onset, unstable or brittle types of diabetes pon discontinuance of the ~~ 7 
‘ mellitus; history of diabetic coma, fever, severe 
trauma or gangrene. Contes contains: 
Side effects are mild, transient and limited to ap- 6.5 Om. 
proximately 3% of ‘patients. Hypoglycemia and Supplied: In bottles of 50. 
toxic reactions are extremely rare. Hypoglycemia 
ei mont yy to occur during the period of transi- *Trademark, Reg. U.S. Pat. Off.— 
from insulin to Orinase. Other untoward tolbutamide, Upjohn June, 1961 
1961, The Upjohn Company 
4 


The Upjohn Company, Kalamazoo, Michigan | Upjohn | ‘Fith year 
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Ag €-and poor diet 


Now - meet this special nutrition need with fresh-flavor, 
economical Carnation Instant Nonfat Milk 


Finicky appetites, dental problems, food costs—one 
or more often play a part in contributing to poor 
diet for the elderly. 

Today, a pleasant, new food, Carnation Instant 
Nonfat Dry Milk provides all the protein, calcium, 
and B-vitamins of fresh, whole milk — for as little 
as 9¢ a quart. 

For 25% more of these needed nutrients: Carna- 
tion Instant can be mixed over-strength by adding 


Ys cup extra crystals per quart. This enriched non- 
fat milk is one-fourth richer in 

calcium, protein, and B-vita- 

mins than ordinary nonfat milk. 

It tastes naturally delicious, 

with a richer flavor your pa- 

tients will enjoy. And even 

mixed over-strength, it costs 

them only 12¢ a quart. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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INC. 


breast fullness, abdominal conges 
West Point, Pa. 


MERCK SHARP & DOHME 


day, beginning on the first morning of symptoms and contin- 
Division of Merck & Co. 


uing until the onset of menses. CYCLEX may be continued 


through the menstrual period. 
detailed information on use accompanying package or available on request. 


CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc. 


ness, irritability, tension, nausea, malaise, insomnia 
DOSAGE: Usual adult dosage is one tablet once or twice a 


for GI DISTRESS...CYCLEX affords quick- 
acting relief of nausea and bloating associated 


with premenstrual tension 
SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 


the effective relief of meprobamate for nervous- 
of HYDRODIURIL (hydrochlorothiazide) and 200 mg. ofmeprobam 


diuresis of HYDRODIURIL for rapid reduction of 


Before prescribing or administering CYCLEX, the physician 


for EDEMA 
weight gain, 


‘A? 


4 
* 
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L.A.FORMULA 
the bowel NORMALIZER 


of choice! 


syndrome, simple 
constipation, non- 
specific diarrhea, 
post-operative or 
post-traumatic ano- 
rectal disability, and 
similar conditions. 


Simple a mixture of pure hemi- 


celluloses dispersed in the highest grade 
lactose and dextrose. 


Logical intimately 


through intestinal contents to create a 
moist, soft-formed bulk which stimulates 
normal peristalsis. 


Palatable forms a velvety smooth 
mixture with water or milk, remains unde- 
tectable in citrus fruit juices, and gels 
slowly. 


Effective creates the proper 


amount of bulk of just the right consistency 
to clear the rectum easily whether the 
patient has constipation or diarrhea. 


Inexpensive costs 30% to 40% 


less than substitute products supplying 
, despite highest grade iii 


Made since 1932 by 
BURTON, PARSONS & COMPANY 
Originators of Fine Hydrophilic Colloids 
Washington 9, D. C. 


NEWS AND NOTES—Continued 


John F. Fulton Book Fund 


A John F. Fulton Book Fund has been 
established at the Yale Medical Library by his 
wife as a memorial. Many friends have con- 
tributed to the Fund. Under the guidance of 
a Rare Book Committee, the Fund will be used 
exclusively to purchase antiquarian books. 


University of Concepcion, Chile 

The W. K. Kellogg Foundation has reported 
that three professional schools of the University 
of Concepcién in Chile are back in operation 
after the disastrous earthquake. The rehabili- 
tation has been facilitated in part through 
grants totaling $100,000 from the Foundation. 
The funds will supply needed equipment for 
the restoration of instructional and research 
facilities in the schools of medicine, dentistry, 
and nursing. Although the medical school 
buildings suffered only minor damage, nearly 
$100,000 of equipment was broken when 
thrown to the floor or against walls. For equip- 
ment which cannot be repaired, the Foundation 
grant will cover the purchase of new items of 
the highest priority. Included is equipment 
used for the teaching of the basic sciences of 
both medical and dental students. 

The dental school building was so badly 
damaged by the earthquake and subsequent 
fire that it had to be condemned as unsafe. 
Before the equipment could be moved to sub- 
stitute headquarters after the earthquake, a 
short circuit caused a fire in the top of the 
building, and the water used in putting it out 
caused considerable damage. 

Only about a month of school time will have 
been lost, and schedule adjustments will permit 
a full academic year for the students. The 
University is back to as near normal operation 
as could be expected with the loss of one-third 
of its buildings. The University is receiving aid 
from the United States and other countries, and 
the Chilean Government will help to meet the 
costs of the new construction that is required. 

Continued on page 208a 
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relieves rigidity 

and reduces muscle spasm 
in the 

parkinson patient 


| 


} “Chlorphenoxamine (Phenoxene) exerts a gentle yet potent action . . . a muscle 
f relaxant action also an energizing and stimulating action, without induction of 
) excitement or agitation. Patients are able to move faster and more freely and with 

, 4 greater strength and longer endurance. It helps to loosen rigid muscles, and it 
successfully counteracts akinesia, tiredness, and weakness.”’* 


*Doshay, L. J., and Constable, K.: Treatment of Paralysis Agitans with Chlorphenoxamine Hydrochloride, J.A.M.A. 
170:37 (May 2) 1959. 


| A REPRINT OF THE COMPLETE ARTICLE AND CLINICAL TRIAL SUPPLIES ARE AVAILABLE ON REQUEST. 


PITMAN- MOORE COMPANY 


M DIVISION OF THE DOW CHEMICAL COMPANY, INDIANAPOLIS 6, INDIANA 
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if fatness is the problem, the skinfold test will tell... 


Studies emphasize that persons of “normal” body weight exhibit differences 
in their fatness and that body weight is an imperfect guide to body fat.*-4-* 
Recently, the calibrated measurement of skinfolds has received increasing 
clinical attention as a method of measuring obesity — because of its sim- 
plicity, rapidity and accuracy.!-? 


Measurement is made at selected sites with special constant tension calipers.* 


Detailed information on the skinfold test is given in a special booklet, 
available to physicians on request. 


skinfold test 
BAMADEX 


i Dextro-amphetamine sulfate with meprobamate 
® 
for 


SEQUELS 


fat loss 
Sustained Release Capsu 


NEW BAMADEX SEQUELS contain the appetite-suppressant, 
d-amphetamine, effectively balanced with the tranquilizer, 
meprobamate, for sustained, effective appetite control 
without overstimulation of the central nervous system. One 
BAMADEX SEQUELS capsule suppresses appetite up to 8 
hours ...carries the patient through the critical period of 
compulsive eating... helps establish a new pattern of eat- 
ing less —the ultimate aim of therapy. 
F Each capsule contains: d-amphetamine sulfate, 15 mg.; meprobamate, 300 mg. Dosage: One capsule one-half hour 


before breakfast. Supply: Bottles of 30. Precautions: Use with caution in patients hypersensitive to sympathomi- 
metic compounds, who have coronary or cardiovascular disease, or who are severely hypertensive. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS FROM YOUR LEDERLE REPRE- 
SENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 

References: 1. Best, W.R.: J. Lab. & Clin. Med. 43:967 (1954). 2. Brozek, J. and Keys, A.: Nutrition Abstr. & Rev. 20:247 
. | (1950). 3. Garn,$.M. and Shamir, Z.: In Methods for Research in Human Growth. Charles C. Thomas, Springfield, l!!., 1958, 
: ) p. 64. 4. Mayer, J.: Postgrad. Med. 25:469 (1959). 5. Tanner, J.M.: Proc. Nutrition Soc. 18:148 (1959). 


(Lange Skinfold Caliper courtesy of Kentucky Research Foundation, Wenner-Gren Aeronautical Research Laboratory, 
University of Kentucky, Lexington, Kentucky) 


a Ei { (Gedorie.) LEDERLE LABORATORIES, A Division of American Cyanamid Company, Peart River, New York 
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NEWS AND NOTES—Continued 


Biochemistry Program 
at the University of Florida 

A grant of $254,500 to support graduate 
training in biochemistry at the University of 
Florida College of Medicine was announced 
by the U.S. Department of Health, Education, 
and Welfare. Under a reorganization plan, the 
Department of Biochemistry of the College of 
Medicine has been given the responsibility for 
teaching all courses in biochemistry, regardless 
of the college in which a student might be 
enrolled. Announcement of the grant also 
followed closely the approval by the Uni- 
versity’s Graduate Council of a proposal to 
offer a doctoral program in biochemistry lead- 
ing to a Ph.D. degree. A previous program 
offering the Ph.D. degree in medical sciences 
with a major in anatomy, biochemistry, micro- 
biology, or physiology will still continue. 


Experimental Diabetes 

Dr. Lyle V. Beck, Associate Professor of 
Physiology and Pharmacology at the University 
of Pittsburgh School of Medicine, has received 
a five-year grant to probe into the mechanisms 
whch cause experimental diabetes. The $102,- 
310 grant was made by the U.S. P.H.S. 


Mexican Chapter of the 
American College of Surgeons 

The establishment of a Mexican Chapter of 
the American College of Surgeons, the first 
such chapter outside of the United States and 
Canada, was announced at a meeting of the 
society held in Mexico City. The University 
of Mexico is one of the oldest in the Western 
Hemisphere; founded in 1582. 


Continued on page 212a 


pruritus ani due to a defi- 
ciency of the lactobacillus 
group of bacteria in the 

feces.''! (Raddin) In 
pruritus ani, stools are usu- 
ally alkaline. MALTSUPEX 


“Malt Soup Extract powder can 
confidently be expected to cure 


(MALT SOUP EXTRACT) 


POWDER 


for SUCCESSFUL 
ORAL TREATMENT 


barley malt extract, encourages 
the growth of an aciduric intestinal 
flora. Feces become soft, 
have an acid reaction, 
and intractable rectal 
itching disappears, usu- 
ally in 3 or 4 days. 
Healing of the perianal skin 


(Malt Soup Extract), a neutralized takes about 3 weeks.? (Brooks) 


Send for samples and clinical papers 
DOSE: 2 tbs. in milk twice daily until itching stops 1. Raddin, J. B.: ‘‘Pruritus Ani'’, Medical Times, 
and perianal skin becomes normal. (Powder, use July 1961. 
heaping measures.) 2. Brooks, L. H.: ‘‘Use of Malt Soup Extract in the 
AVAILABLE: At pharmacies, liquid and powder, Treatment of Pruritus Ani'’, Dis. Col.4Rectum, 
8 oz. and 16 oz. Vol. 1, No. 5, Sept.-Oct. 1958. 


BORCHERDT COMPANY 217 N. WOLCOTT AVE., CHICAGO 12, ILL. 
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both are free of pain—but only one is on 


DILAUDID. 


(Dihydromorphinone HC!) 


swift, sure analgesia normally unmarred by nausea and vomiting 


DILAUDID provides unexcelled analgesia before and after gynecologic, obstetric 
and surgical procedures. Its high therapeutic ratio is commonly reflected by lack of 


nausea and vomiting — and marked freedom from dizziness, somnolence, anorexia 
and constipation. 


@ by mouth @byneedie 4 by rectum 
2 mg., 3 mg., and 4 mg. 


May be habit forming—usual precautions should be observed as with other opiate analgesics. 


iR) KNOLL PHARMACEUTICAL COMPANY onanox, 
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treatment 
for, 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 


Wound infection—a common postoperative complication—can very often be 
traced to staphylococcal invasion.!-* In such cases, CHLOROMYCETIN may well 
be an agent of choice, since “...the very great majority of the so-called resistant 
staphylococci are susceptible to its action.’”* 


Contributing significantly to this preference is the fact that staphylococcal 
resistance to CHLOROMYCETIN remains surprisingly infrequent, despite 
widespread use of the drug.'* For example, even though consumption of 
CHLOROMYCETIN at one hospital increased markedly since 1955, there was 
little change in the susceptibility of staphylococci to the drug.® 


Characteristically broad in its range of antibacterial action, CHLOROMYCETIN 
has also proved valuable in surgical infections. caused by other pathogens — 
both gram-positive and gram-negative.** 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, 
including Kapseals” of 250 mg., in bottles of 16 and 100. 


See package insert for details of administration and dosage. 


Warning: Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, 
thrombocytopenia, granulocytopenia) are known to occur after the administration of chlor- 
amphenicol. Blood dyscrasias have occurred after both short-term and prolonged therapy 
with this drug. Bearing in mind the possibility that such reactions may occur, chloramphenicol 
should be used only for serious infections caused by organisms which are susceptible to its 
antibacterial effects. Chloramphenicol should not be used when other less potentially danger- 
ous agents will be effective, or in the treatment of trivial infections such as colds, influenza, 
or viral infections of the throat, or as a prophylactic agent. 


Precautions: It is essential that adequate blood studies be made during treatment with 
the drug. While blood studies may detect early peripheral blood changes, such as leukopenia 
or granulocytopenia, before they become irreversible, such studies cannot be relied upon to 
detect bone marrow depression prior to development of aplastic anemia. 

References: (1) Pulaski, E. J., & Taylor, L. W.: California Med. 92:35, 1960. (2) Finland, M.: DM: Disease-a- 
Month, Sept., 1960, p. 3. (3) Monsour, V.; Bernard, H. R., & Cole, W. R.: Missouri Med. 57:1006, 1960. (4) Welch, H., 
in Welch, H., & Finland, M.: Antibiotic Therapy for Staphylococcal Diseases, New York, Medical Encyclopedia, 
Inc., 1959, p. 14. (5) Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 
173 :475, 1960. (6) Petersdorf, R. G., et al.: Arch. Int. Med. 105:398, 1960. 


(7) Goodier, T. E. W,, & Parry, W. R.: Lancet 1:356, 1959. (8) Lind, H, E.: Am. J. PARKE-DAVIS | 
Proctol, 11:392, 1960, 4 Compass 
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NEWS AND NOTES—Continued 


International Eye Bank 

Eyes from this country will soon be provid- 
ing sight to countless unfortunate persons on 
all continents under a new program announced 
by MEDICO, Inc., the international medical 
aid organization. With plans already formu- 
lated to take care of requests for such medical 
aid from 16 countries; MEDICO has estab- 
lished an International Eye Bank, with head- 
quarters in Washington. The international 
scope of the project has been made possible 
both by the advent of jet air transportation to 
all areas of the world and by new methods of 
preserving eye tissues to extend their useful- 
ness. 

In April 1959, Dr. Charles E. Iliff, of Johns 
Hopkins University, took a number of dry 
corneas to Jordan and used them there in 
successful transplants. Between 400 and 500 
such operations, using the preserved corneas, 
have been performed in Jordan, Pakistan, 
India, Lebanon, Israel, Egypt as well as in the 
United States. Requests from several other 
countries have been received. 

Dr. Iliff is a member of MEDICO’s Board 
of Directors and Chairman of its International 
Eye Bank Committee. He will be especially 
active in obtaining the services of qualified 
ophthalmologists who will be sent to the coun- 
tries receiving this aid to teach the corneal 
transplant technique to local eye surgeons. The 
training of surgeons, both in this country and 
abroad will be an important adjunct of the 
program. 

It is emphasized that this project will not 
take a single eye from eye bank programs or 
possible eye operations in this country. Only 
those received from eye banks and hospitals 
not requiring them for fresh grafts will be used. 
Eye surgeons in this country will always be 
served first. 

MEDICO will be the agency for financing 
the packaging and shipping procedures, and 
will sponsor the medical teams to carry on 
the training programs abroad. 

Continued on page 21l6a 
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both are free of pain—but only one is on 


DILAUDID. 


(Dihydromorphinone HCl) 


swift, sure analgesia normally unmarred by nausea and vomiting 


Before and after surgery, DILAUDID provides unexcelled analgesia. Its high thera- 
peutic ratio is commonly reflected by lack of nausea and vomiting — and marked 
freedom from other side-effects such as dizziness and somnolence. DILAUDID 
thus facilitates early ambulation and simplifies postoperative management. 


@by mouth @byneedie @ by rectum 
2 mg., 3 mg., and 4 mg. 


May be habit forming—usual precautions should be observed as with other opiate analgesics. 


OR) KNOLL PHARMACEUTICAL COMPANY sensex 
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about that biliary dyspepsia 


Give Supligol to increase the volume and flow of low viscosity 
bile through the biliary tree. The choleretic and hydrocholeretic 
action of the whole bile plus ketocholanic acids in Supligol effee- 
tively overcomes biliary stasis and aids fat digestion. 

The result is a rapid return to normal biliary function and relief 
of constipation, flatulence and abdominal discomfort. 
Contraindication : Complete biliary obstruction. 


Suplizol® Tablets write for samples 


Whole bile plus ketocholanie acids 
American Ferment Division, Breon Laboratories Inc., New York 18, N. Y. 
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a clear nose 
helps prevent 


complications 


BRAND OF TETRAHYDROZOLINE HYDROCHLOR 


Nasal Solution /Nasal Spray 


promptly relieves nasal congestion 


caused by colds or allergy 


IN BRIEF \ 


TYZINE is tetrahydrozoline hydrochloride, a sympa- 
thomimetic amine with potent decongestant proper- 
ties. Relief is almost immediate and lasts four to six 
hours after a single administration. Virtually free of 
sting or burn and rebound congestion... odorless 
and tasteless, TYZINE is not significantly absorbed sys- 
temically when used as directed ... does not impair 
ciliary activity...and is physiologically buffered to 
pH 5.5. 


INDICATIONS: Relieves inflammatory hyperemia and 
edema of the nasal mucosa and congestive obstruc- 
tion of sinus and eustachian ostia, as may occur in 
the common cold, hay fever, perennial vasomotor 
rhinitis, chronic hypertrophic rhinitis, and sinusitis. 


DOSAGE AND ADMINISTRATION: Adults and Children 
6 Years and Over—2 to 4 drops of TyzinE (0.1%) in 
each nostril as needed, not more often than every 
three hours. When using TYZINE Nasal Spray, insert 
tip of plastic bottle into nostril, tilt the head slightly 
forward from an upright position, and squeeze 
sharply 3 or 4 times, not more often than every 
three hours. 


Important: Use Tyz1NE Pediatric Nasal Drops (0.05%) 
for children under 6 years. The 0.1% concentration is 
contraindicated in this age group. 


SIDE EFFECTS: Transient mild local irritation after 
instillation has been reported in rare instances. 


PRECAUTIONS: Avoid doses greater or more frequent 
than those recommended above. Use with caution in 
hypertensive and hyperthyroid patients. 


Overdosage may cause drowsiness, deep sleep, and, 
rarely, marked hypotension in infants and young 
children. KEEP OUT OF HANDS OF CHILDREN 
OF ALL AGES. 


suppLieD: Nasal Solution, 1-02. 
dropper bottles, 0.1%. Nasal 
Spray, 15 cc., in plastic bottles, 
0.1%. Pediatric Nasal Drops, 1/2- 
oz. bottles, 0.05%, with cali- 
brated dropper. 


More detailed professional in- 
formation available on request. 


a ij virtually free of rebound congestion even after 2 weeks of use | 
Tyzine 
; _ Science for the world’s well-being™ Pfizer PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York ; 
| | 


NEWS AND NOTES—Continued 


Dr. Mudge Appointed 


Dr. Gilbert H. Mudge has been appointed 
Associate Dean of the Johns Hopkins Univer- 
sity School of Medicine, and charged with the 
responsibility of directing and developing the 
school’s post-doctoral programs. 


Forest Hospital 


Full accreditation has been granted to Forest 
Hospital, Des Plaines, Illinois, by the Joint 
Commission on Accreditation of Hospitals. 
The three-year approval was granted after a 
follow-up visit to the hospital by a team of 
Joint Commission inspectors. As a result of a 
previous inspection, Forest Hospital had been 
granted one-year approval. The follow-up visit 
indicated that hospital personnel had continued 
to maintain the high standards required for 
accreditation and had acted on previous sug- 
gestions made by the Commission. Forest 


. Hospital now becomes one of relatively few 


U.S. psychiatric hospitals with full approval 
from both the Joint Commission and the Cen- 


CADIGLI & 


"You wouldn't strike a man 
wearing contact lenses?" 
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tral Inspection Board of the American Psy- 
chiatric Association. Hospital officials have 
announced that they will do everything in their 


power to maintain the present high standards 
of patient care. 


International House at Harvard 


A grant of $75,000 by the W. K. Kellogg 
Foundation has been made to the Harvard 
School of Public Health for the creation of 
common rooms in the school’s newly estab- 
lished Henry Lee Shattuck International House. 
The Kellogg Foundation grant matches one 
in a similar amount by the Rockefeller Foun- 
dation. Plans for the common rooms include 
a lounge and meeting room, a reading room, 
a library, a music room, an area for dining- 
kitchen use, a greenhouse and garden court, 
and a children’s area. The Harvard School of 
Public Health has long served international 
interests through the preparation of physicians 
and others for careers of leadership in the 
health field. There are now approximately 600 
alumni of the school actively engaged in public 
health work in 85 countries. 


University of Missouri Expands 
The new five-floor research addition to the 
University of Missouri Medical Center is open 
for use by the clinical research faculty of the 
School of Medicine, relieving severe overcrowd- 
ing in the center’s clinical departments. The 
building will be ready for complete occupancy 
by summer. The research addition provides 
the clinical departments with 25 additional 
laboratories, eight office-laboratories, 15 offices 
and storage rooms, rest rooms and conference 
rooms. Two floors have been assigned to the 
Department of Surgery; one each to the De- 
partment of Medicine and the Department of 
Pediatrics; one floor to the Department of 
Obstetrics and Gynecology, and one to the 
Department of Preventive Medicine. 
Concluded on page 218a 
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a pair of cardiac patients: 


both are free of pain—but only one is on 


DILAUDID. 


(Dihydromorphinone HCl) 


swift, sure analgesia normally unmarred by nausea and vomiting 


DILAUDID provides unexcelled analgesia in acute cardiovascular conditions. Onset 
of relief from pain is almost immediate. The high therapeutic ratio of DILAUDID is 
commonly reflected by lack of nausea and vomiting—and marked freedom from 
other side-effects such as dizziness and somnolence. 


@by mouth @byneedie 6 by rectum 
2 mg., 3mg., and 4 mg. 


a May be habit forming—usual precautions should be observed as with other opiate analgesics. 


R) KNOLL PHARMACEUTICAL COMPANY xew 
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‘The Balanced Acne Therapy 


KELGY LABORATORIES _ 


NEW. YORK 35, 


| Research and Training has been established 
_ by the University of California School of 


For your 
Spanish-speaking 
associates ... 


MEDICAL TIMES 


“Edicion en Castellano” 


Now available for your Spanish-speak- 
ing associates — selected articles from 
Medical Times printed in Spanish. 
"Edicion en Castellano of Medical 
Times is mailed monthly direct from 
Buenos Aires, Argentina. 

Subscription: price, $12 per year. 


MEDICAL TIMES OVERSEAS, INC. 
1447 Northern Boulevard, Manhasset, N. Y. 


NEWS AND NOTES—Concluded 


Ohio State University Expands 

The Ohio State University Health Center 
has launched a new clinical research facility 
under an initial grant of $280,000 from the 
Division of General Medical Sciences of the 
National Institutes of Health. The facility’s 
nucleus is the division of endocrinology and 
metabolism of the Department of Medicine. 


International Research Program 


A new International Center for Medical 


Medicine, San Francisco, and institutions in 
Singapore and Kuala Lumpur. The program 
will permit intensified investigations of tropical 
and other diseases requiring international col- 
laborative study, and will offer special research 
training opportunities in the health sciences. 
Research and teaching will be conducted both 
in California and at the University of Malaya 
Medical School, Singapore, and the Institute 
for Medical Research and a new medical school 
now being built at Kuala Lumpur. The Cali- 
fornia-Malaya program is being established 
under a grant from the U.S. Public Health 
Service. 


New Building for Tulane University 


Bids for construction of the new medical 
school building have been received by Tulane 
University authorities. The nine-story addition 
to the Hutchinson Memorial Building will be 
erected at an estimated cost of $7 million and 
will about double the present space. The addi- 
tion will permit relief of present acute space 
shortages in all departments, and expansion 
of both teaching and research activities. It is 
expected that more graduate and postgraduate 
students can be accepted for training in med- 
ical departments, while the undergraduate med- 
ical student body will remain at about its pres- 
ent size. 


MEDICAL TIMES 


| 
ie 
ap: 
ee 
ay : ~ 
A 
Z 
|p 
t 
/ 
\ 
218a 
ig 


The fungus, protozoa and bacteria that commonly cause mild and severe 
leukorrhea require a vaginal pH of 5 to 12 for proliferation. 


Trimagill creates a hostile environment! It produces a pH of 2.0 to 2.5—the 
three principal infecting organisms cannot live in this acid range. 


Trimagill is well tolerated and has been proved effective in thousands of cases 
of leukorrhea, vaginitis, cervicitis, moniliasis and mixed infections. No un- 
toward reactions that would require discontinuation of treatment were 
reported. At times denuded mucous membranes are so irritated that Trimagill 
may give a temporary burning sensation. This is usually short lived. 


Trimagill does not foster resistant mutants or result in monilia overgrowth. 
Trimagill may be used during menstruation. 


CONTENTS: Tartaric Acid, Citric Acid, Boric Acid, Dextrose, Potassium Alum, Potas- 
sium Bitartrate and Adhesives. 


SUPPLIED: Powder: 5-0z. Plastic Insufflator Bottles; Vaginal Inserts: Boxes of 24. 
NOTE: Consult package circular for information on dosage and instructions for use. 


Write for descriptive literature. 


POWDER + VAGINAL INSERTS 


THE s. MASSENGILL COMPANY 
Bristol, Tennessce NewYork KansasCity e San Francisco 


| 
a. Patent applied for. 


RAIN OR SHINE, 


THE DOCTOR WILL ENJOY THIS UNIQUE 
Barometer 
Desk Set 


This decorative set makes an interesting 
converation piece for the physician's office 
or den. Ideal as a gift or prize. 


Made exclusively for us by European crafts- 
men, the set reflects quality workmanship in 
every detail. The whimsical figure of a physi- 
cian is handcarved and painted, and the brass- 
finished barometer — made in West Germany 
— is a precision instrument that is fully guar- 
anteed. Base and mounting are of genuine 
European walnut. 


Size: 7" high, 7'' long. 


Price: $19.95 each. Free delivery anywhere 
in the United States. Write for special 
prices on quantity orders. 


MEDICAL TIMES OVERSEAS, INC. 


1447 NORTHERN BOULEVARD 


MANHASSET, NEW YORK 


X-RAY DIAGNOSIS 
(Answer from page 33a) 


RHEUMATOID OSTEOPATHY 
Note the condensing changes present in the bones 
bordering both sacroiliac joints and in the ischial 
tuberosity included on this examination. The 
other portions of the bones are osteoporotic, with 
narrowing of the visualized hip joint. (A patient 
with known rheumatoid arthritis.) Condensing 
osteopathy is one of the rarer complications of 
rheumatoid arthritis. 


EKG DIAGNOSIS 
(Answer from page 43a) 


ACUTE ANTEROLATERAL MYOCARDIAL 
INFARCTION 


The EKG indicates an extensive antero- 
lateral myocardial infarction. Reciprocal 
ST segment depression is present in II, III 
and AVF. 


WHO IS THIS DOCTOR? 


(Answer from page 103a) 


NIKOLAI IVANOVICH PIROGOFF 


MEDIQUIZ 


(Answers from page 69a) 


1 (D), 2 (B), 3 (A), 4 (B), 5 (A), 6 (C), 
7 (A), 8 (D), 9 (E), 10 (B), 11 (D), 
12 (D), 13 (D), 14 (D), 15 (C). 


WHAT'S YOUR VERDICT? 


(Answer from page 55a) 


The Appellate Court sustained the ver- 
dict, holding: 

“A physician is not required to accept 
professional employment on terms deter- 
mined by the patient but may limit his ob- 
ligation by undertaking to treat or care for 
the patient only in a hospital rather than 
the patient’s home. The physician advised 
the safest possible procedure under the cir- 
cumstances, namely, that the mother be 
brought at once to the hospital for deliv- 
ery. He was not at all responsible for the 
six hour delay within which the patient was 
not brought to a hospital and during which 
the unborn baby died.” 


Based on decision of 
CouRT OF APPEAL OF LOUISIANA 
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Prompt relief...early recovery —in low-back cases, 
or for patients with inflammatory or traumatic mus- 
culoskeletal complaints, RELA offers the promise 
of prompt relief and early recovery. In a study’ ‘of 
212 conservatively treated low-back patients, 106 
treated also with carisoprodol [RELA] were ‘back in 
action’ in one-fourth the time it took the convention- 
ally treated group. RELA speeds recovery by a com- 


patient 
and 

muscle 
back 


in action 


bination of effects—ana!gesic and muscle relaxant— 
to reduce spasm and tension, relieve pain, restore 
mobility. Undesirable effects have been minimal. 


SUPPLIED: Bottles of 30,350 mg.tablets ® 

REFERENCE: |. Kestier,O.C.: /.A.M.A. 

172:2039 (April 30) 1960. 4-401 

For complete details, consult latest & 

Schering literature available from : 
your Schering Representative or the 

Medical Services Dept., Schering ae 

Corporation, Bloomfield, New Jersey. 


carisoprodol 
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“... The East forgets many things but never 
loses it reverence for a teacher. Those on the 
‘HOPE’ will linger long in our memory.” These 
are the words of The Times of Indonesia. They 
typify the impact Project Hope has had on the 
minds and hearts of the people in the nation 
first visited by the good ship Hope. This month’s 
cover is dedicated to this most worthwhile 
project and to the men and women who have 
given of their time and skills to help others less 
fortunate. 

Although many thousands of people have 
been healed, Project Hope is principally a 
teaching program. In this way, much more 
effective and lasting results are achieved than 
would be possible if the medical and health 
specialists concerned themselves solely with the 
immediate treatment of the sick. 

Since the S/S Hope I first set sail, hundreds 
of doctors, dentists, pharmacists, nurses, 
technicians and other medical and health 
specialists have learned, and passed on to their 
associates, new knowledge and skills acquired 
from their association with Project Hope 
medical staff members. 

Through this project, the entire world sees 
that the American people—acting on their own, 
outside of government—are seriously concerned 
about the problems of other peoples. The great 
white ship is tangible evidence of the concern 
that American people have for their neighbors. 

The good ship Hope goes only where invited. 
The entire program is developed with the 


222a 


cooperation and guidance of the medical 
societies in the countries visited. In remote 
areas where medical attention is nonexistent, 
mobile teams are sent from the S/S Hope to 
teach rudimentary sanitation, medication, 
inoculation and other simple health procedures 
which can materially improve the well being 
of the people. 

The ship’s permanent staff is made up of 15 
volunteer doctors, 30 nurses, dentists, 
pharmacists, and supporting hygienists and 
technicians. In addition, teams of volunteer 
doctors, serving without pay, are flown to the 
ship for periods of from two to four months. 
Rotating teams are selected from over 3,000 
of the nation’s leading medical men and women 
who have volunteered for unpaid duty aboard 
the Hope. Rotating specialists are provided 
according to immediate local needs. 

Costs for the project for a year of operation 
of S/S Hope I come to $3,500,000. Invitations 
have come from the medical professions in such 
countries as Korea, South Vietnam, Pakistan 
and others. To continue the work of S/S 
Hope I and to launch S/S Hope II and S/S 
Hope III, proposed for Latin America and 
Africa, the project will need many additional 
dollars from the people of America. 

Contributions should be addressed to Project 
HOPE, 1818 M Street N.W., Washington 6, 
D. C. All contributions to the project are 
deductible under the provisions of the Internal 
Revenue Code. 
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Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: * nutritionally metabolically « mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. * d-Amphetamine Sulfate, 2.5 mg. 
* Vitamin A (Acetate), 5,000 U.S.P. Units 
* Vitamin D, 500 U.S.P. Units * Vitamin 
Bia with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Riboflavin 


(Bz), 5 mg. * Niacinamide, 15 mg. ¢ Pyri- 
doxine HC! (Be), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. * Choline Bitartrate, 25 mg. 
* Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. ¢ |-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢ 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. * Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPOs), 
35 mg. * Phosphorus (as CaHPO,), 27 mg. 
Fluorine (as CaF 2), 0.1 mg. * Copper (as 
CuO), 1 mg. * Potassium (as KeSO,), 5 
mg. * Manganese (as MnOz), 1 mg. * Zinc 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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Abbott Laboratories 
Norisodrine Syrup 
Pramilets 

American Ferment Division, 

Breon Laboratories, Inc. 
Supligol Tablets 

Ames Co., Inc. 
Color-Calibrated Clinitest 

Amfre-Grant, Inc. 

Nitrovas 

Armour Pharmaceutical Co. 
Chymar Ointment . 

Ayerst Laboratories 
Riopan 
Thiosulfil Forte 

Becton, Dickinson & Co. 

B-D Muitifit Syringe, B-D Yale 

Disposable Needle .... 

Borcherdt Co. 

Maitsupex 
Breon Laboratories, Inc. 

Lanesta Gel 
Bristol-Myers Co. 

Bufferin 

Excedrin 

Burroughs Wellcome & Co., Inc. 
Empirin Compound, Empirin Com- 

pound with Codeine 
Sudafed 
Burton, Parsons & Co. 
L.A. Formula 
Carnation Co. 
Instant Milk. 
Carnrick Co, G. W. 
Midrin Capsules 

Chemico Laboratories, Inc. 

Reticulose Between pages 78a, 79a 

Chicago Pharmacal Co. 

Urised T4a, 75a 

Ciba Pharmaceutical Products, Inc. 
Dianabol .. 17ta 
Ritalin 62a 
Serpasil-Esidrix 3a 

Cooper, Tinsley Laboratories, Inc. 

Phantos 
Diaparene Products Division, 
Breon Laboratories, Inc. 
Diaparene 

Doak Pharmacal Co., Inc. 
Panzalone 

Donie Chemicals Inc. 
% Cort-Dome 

Eaton Laboratories, Division of 

The Norwich Pharmacal Co. 
’Furacin-HC Cream . 
Furadantin 50 mg. .. 
Tricofuron Improved 

Endo Laboratories 
Hycomine Syrup . 

Hycomine Compound Tablets .. 

Fougera & Co., Inc., E. 
Digitaline Nativelle 

Geigy Pharmaceuticals, Division of 

Geigy Chemical reaped 
Dulcolax. 

Hygroton 
Preludin .. 
Tandearil 


Holland-Rantos Co., Inc. 
Koro-Flex Diaphragm 


Kelgy Laboratories 
Sulpho-Lac 
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1 SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


As a physician, you play an essential role in the happiness and well-being of the family. At all times— 
when the young couple is first married, as the children arrive, and even after the family is complete — 
your counsel, including your recommendations for the use of Lanesta Gel, is of major importance. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
effects speedier spermicidal action because it diffuses rapidly into the seminal clot. In fact, the mean 
diffusion spermicidal time of Lanesta Gel is three to seven times faster than the mean diffusion times 
of ten leading, commercially available contraceptive creams, gels, or jellies, according to Gamble (“Sperm- 
icidal Times of Commercial Contraceptive Materials — 1959”) .* 


Lanesta Gel has complete esthetic acceptance and is well tolerated. 


*Gamble, C. J.: Am. Pract. & Digest Treat. 11:852 (Oct.) 1960. See also Berberian, D. A., and Slighter, R. G.: J.A.M.A. 
168:2257 (Dec. 27) 1958; Olson, H. J.; Wolf, L.; Behne, D.; Ungerleider, J., and Tyler, E. T.: California Med. 94:292 
(May) 1961: Kaufman, S.A.: Obst. & Gynec. 15:401 (Mar.) 1960; Warner, M.P.:J.Am. M. Women’s A. 14:412 (Mav) 1959. 


A PRODUCT OF LANTEEN® RESEARCH —atggp Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio © BREON LABORATORIES INC., New York 18, N. Y. 
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In asthma: 
a Nephenalin tablet for “air in a hurry” 


...and calm... and quiet breathing 


For the ambulant asthmatic you can prescribe “air in a hurry” with 
NEPHENALIN®, a tablet that relieves asthma with utmost speed and pre- 
vents further attack for hours. Placed under the tongue, the NEPHENALIN 
tablet quickly releases 10 mg. of isoproterenol HCl, the potent homologue 
of epinephrine, for immediate opening of the airway. Swallowed, the 
NEPHENALIN tablet provides theophylline (2 gr.), ephedrine (% gr.) and 
phenobarbital (% gr.), for sustained protection from asthmatic seizure. 
Bottles of 50 tablets. For children: NEPHENALIN Pediatric. 


Shes. Leeming ¢ Cenc New York 17, N.Y. 
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INOPERABLE MAMMARY CARCINOMA 


SEVERE DEBILITY 


UNDERWEIGHT CHILDREN 


The broad usefulness of long-acting 


anabolic therapy with Durabolin’ 


DuRABOLIN (nandrolone phenpropionate) is a po- 
tent long-acting anabolic stimulant. In many types of 
illness and injury, DURABOLIN helps speed recovery 
by reversing catabolic processes, rapidly establishing 
positive nitrogen balance. A single intramuscular in- 
jection weekly or bi-weekly for 12 weeks provides 
effective anabolic stimulation with little risk of viriliz- 
ing or hepatotoxic effects. And, because long-acting 
DuRABOLIN is given parenterally, you can be certain 


Organon Inc., Ss West Orange, N. J. 


OSTEOPOROSIS 


your patient has received the correct dose, observe 
his progress directly. 

Dosage: Adults: 50 mg., then 25 to 50 mg., i.m., 
weekly for twelve weeks. Children: 2-13 years— 
25 mg., i.m., every 2 to 4 weeks. Infants: half chil- 
dren’s dose. 

Supplied: DuRABOLIN (25 mg./cc.) 5-cc. vials, 1-cc. 
ampuls (box of 3). DuraBoLin-50 (50 mg./cc.) 
2-cc. vials. 
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Benztropine Methanesulfonate 


Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
Treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facies. 
It has the ability to control severe tremor and may control sialorrhea better than atropine.”! Severe rigidity, 


contractures, and frozen states also respond to CocENTIN.? Its prolonged action permits 24-hour control of 
symptoms with one bedtime dose.* 


Before prescribing or administering CocENTIN, the physician should consult the detailed information on use accompanying the package or available on request. 
Supplied: Tablets CocentIn (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CoceNTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 
References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. _27:602, 1960. 3. A. M. A. Council on Drugs: 
New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CoGENTIN is a trademark of Merck & Co., Inc. 


Qo) MERCK SHARP & DOHME Division of Merck & Co., Ixc., West Point, Pa. 
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